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Vocational rehabilitation offered by occupational therapists in Gauteng’s public healthcare is an 
essential service. Adult public healthcare users expressed being able to return to work or find work 
as an important need, however the efficiency and scope of vocational rehabilitation offered by 
occupational therapists in public healthcare was problematic. Introducing the research question: Can 
an action learning, action research approach transform the vocational rehabilitation practises of 
occupational therapists in Gauteng public healthcare?  
The aim of the enquiry was to empower clinical occupational therapists, working in Gauteng public 
healthcare, to transform their vocational rehabilitation services using action learning action research 
(ALAR). The researcher, an outsider, integrated herself into a pre-exiting insider group, the 
Vocational Rehabilitation Task Team (VRTT). They formed a collaborative research team and used 
ALAR as a transformation agent. Multiple action cycles and action learning opportunities took place 
in four phases. The initial phase was to observe the status quo of the vocational rehabilitation 
services. This was followed by a planning phase in which a framework of what vocational 
rehabilitation occupational therapists should be doing at different levels of service. The action phase 
involved transformative actions that addressed service needs as identified by the collaborative 
research team. The research concluded with a reflection phase where the four years of research 
tenure were reflected upon. This reflection took the form of a meta-reflection considering the 
service transformation that had taken place and the impact of ALAR. 
When linked with mentoring, the multiple cycles of collaborative learning and action brought 
improvement of the quality and scope of occupational therapists vocational rehabilitation. The 
approach also resulted in the development of a Vocation Rehabilitation Practice Profile (VRPPT) tool 
and user documents for report writing, screening ability to drive, using MODAPTS in clinical practice, 
how to do a basic work assessment and supervise students. In addition four peer-reviewed journal 
articles appeared and the knowledge generated was presented at workshops and congresses. ALAR 
was instrumental in transforming clinician vocational rehabilitation practice while creating 
knowledge and enriching individuals who took part in the research.   
Key words  
Action learning, action research, occupational therapy, vocational rehabilitation, public healthcare, 
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Operational definitions, terms and abbreviations 
Definitions, terms and abbreviations as used in the context of this research are presented in 
alphabetical order: 
Action learning (AL) is a form of experiential learning.  As opposed to passive learning which is 
associated with students passively absorbing knowledge imparted to them, active learning requires 
active engagement of students to acquire knowledge. There are different forms of experiential 
learning but action learning is defined by continuous questioning and reflection while engaging in 
real tasks. Zuber-Skerritt’s (2009) definition of action learning was best seen during this enquiry. 
Working on real issues, in real conditions occupational therapists learnt from action and concrete 
experiences while transforming personal practice problems. They learnt from and with each other, 
questioning and reflecting in meetings and used trial and error approaches.   
Action research (AR) is defined by Reason and Bradbury (2007) as the integration of research and 
action and theory and practice while creating practical knowledge and improving practice. In this 
enquiry AR was used as a systematic approach that enables clinical occupational therapists to find 
effective solutions to vocational rehabilitation problems they experienced in their practices 
(Stringer, 2014).  It is a participatory, democratic worldview renowned for a cyclical iterative process 
of action and reflection on and in action (Zuber-Skerritt, 2009) that always makes its results public 
(Coghlan & Brydon-Miller, 2014). 
Action learning action research (ALAR) Zuber-Skerrit (2007)(p423) indicates that “The very nature of 
action research is open-ended, collaborative, situation specific, methodologically eclectic, and thus 
not prescriptive in its use of methods and processes or final goals.” Action learning (AL) is 
philosophically rooted in the theories of learning from experience, as practiced collaboratively with 
others through some form of action research (Marsick & O' Neil, 2010). Both AR and AL have the 
same philosophy and paradigm (Zuber-Skerritt, 2009). ALAR combines the benefits of experiential 
learning with the academic values of rigour and publication, found in action research (Zuber-Skerritt, 
2009).  
Basic work assessment refers to assessment of ability to work of injured or sick adults of working 
age (Beukes, 2011). It is often undertaken concurrently with acute rehabilitation to inform clinical 
occupational therapy’s acute intervention and to cut down the time absent from work and loss of 




Community Service Occupational Therapists are collegially referred to as com serves. Compulsory 
community service in South Africa was implemented in 2003 for all graduates in the medical and 
allied health fields as a means to retain human resources as well as overcome the mal-distribution of 
personnel between the private and public sector, urban and rural areas. This compulsory 
requirement entails one year of practice in the public sector for all health professionals following 
their graduation (Maseko et al., 2014).  
Critical Friends are objective experts in the field of vocational rehabilitation who could offer 
constructive advice. The selection criteria for the critical friend used in this enquiry were 
occupational therapists with experience of working in South Africa’s public healthcare and who had 
more than five years of working in and/or teaching vocational rehabilitation. 
Driver Screening refers to the process of screening a person with a disability, injury or illness,  ability 
to drive a motor vehicle. This can be done by any occupational therapist and no additional skills or 
knowledge other than basic occupational therapy is necessary. 
Introductory Vignette is also known as the positioning of the researcher. It is used in chapter one to 
give the reader insight into the back ground of the researcher and why she became involved in this 
research.  
Labour market refers to work settings in the formal or informal sector where remunerative work is 
performed. This can be open labour market, protective or sheltered environments. 
 The La Leche League principle of do not offer and do not refuse was used by the researcher to wean 
her presence from the collaborative research group after four years. It refers to the La Leche 
organisation’s simple technique of weaning a breastfed baby with the least possible physical and/or 
emotional trauma.  
Two tiers of management are referred to in this enquiry by the collegial terms used for them 
amongst clinical occupational therapists. Head office management refers to national and regional 
level management and departmental management to managers of clinical occupational therapy, 
such as heads of departments and chief occupational therapists.  
MODAPTS stands for M O D u la r Arrangement of Predetermined Time Standards. Pre - determined 
Motion-Time- Standards comprise a Iist of motions by which work may be described. A time has 
been established for the completion of each motion. Thus the time a task should take may be 
established by identifying and listing all motions each time they occur in the task and totalling the 
times (Farrell, 1993).  
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Mentoring is a voluntary relationship formed between individuals, of whom one usually has more 
experience or knowledge, who share a desire for development of career goals and objectives 
(Fletcher & Mullen, 2012). In this research it took the form of informal small group sessions and 
ALAR principles were applied through mentoring sessions. The content of the mentoring was mostly 
clinical task related but with some mentees it developed beyond this to include professional and 
personal development aims (O' Neil & Marsick, 2009).   
National Health Insurance (NHI) In South Africa the NHI derives its mandate from the National 
Development Plan and is a governmental initiative to reorganise the current health care system, 
both public and private. The goal is to realise the constitutional right to access health care services. It 
is a health financing system that is designed to pool funds to provide access to quality, affordable 
personal health services for all South Africans based on their health needs, irrespective of their 
socioeconomic status (Republic of South Africa, 2015).  
Occupational therapy (OT) is a client-centred health profession concerned with promoting health 
and well-being through occupation. The primary goal of occupational therapy is to enable people to 
participate in the activities of everyday life. Occupational therapists achieve this outcome by working 
with people and communities to enhance their ability to engage in the occupations they want to, 
need to, or are expected to do, or by modifying the occupation or the environment to better support 
their occupational engagement (WFOT 2012). 
PILIR stands for Policy and Procedure on Incapacity Leave and Ill-Health Retirement. Reports 
indicated that the abuse and poor management of sick leave has had serious financial implications 
for the State and a negative impact on service delivery due to the lack of capacity resulting from a 
high rate of absenteeism. The objectives of PILIR are to set up structures and processes which would 
ensure suitable interventions and management of incapacity leave in the workplace to 
accommodate temporary or permanently incapacitated employees and to provide for appropriate 
consequences on such incapacity where necessary. The implementation of PILIR is intended to 
address challenges and contribute to an improvement in the management of sick leave in the Public 
Service (Mgijima, 2010). 
Public Healthcare In South Africa there are two healthcare sectors; public and private. Government 
funds all public healthcare services with tax money and private healthcare is funded by private 
citizens from a variety of sources such as medical aids, insurance funds or out-of-pocket. 
Government also funds private health care to an extent via medical aid subsidies provided in the 
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form of benefits to public service employees. Two thirds of public employees’ contributions are paid 
for by government. 
Public Private Partnerships (PPP) is a long-term contract between government, in this enquiry the 
department of health and a private entity where they jointly invest in the provision of public 
services. The concept was introduced by the national treasury of South Africa in 2007  (Manual, 
2007).  
The adage, “See One, Do One, Teach One” is often used to teach practical  skills in healthcare and is 
a simple teaching concept based on the observation of a particular procedure, followed by the 
performing of that procedure followed by being able to teach another trainee how to conduct that 
procedure.  
The Socratic method of critical questioning was used throughout this enquiry. It is a planned 
method of teaching where  by asking the right question allows the truth to emerge while both the 
questioner and the questioned further their understanding of the discussion matter (Mason, 1960).   
Stakeholders are people who have a vested interest in the research and its outcome. In this study 
stakeholders are occupational therapists working in Gauteng’s public healthcare referred to as 
insider stakeholders and the PhD researcher, referred to as an outsider stakeholder.  
Student Supervision refers to clinical occupational therapists being part of a process of professional 
support and learning in which undergraduate occupational therapists develop their clinical skills.  
Structured and unstructured reflections refer to the two reflection methods used in this enquiry. 
Unstructured reflections were when reflection was encouraged by two questions, what should 
change and what should stay the same. The reflective process was then left to evolve of its own 
using only prompts to guide the reflection if necessary. Structured reflections were more ordered 
and directed by written and verbal questions involving for example Likert scales and contingency 
questions.  
Transformation in this study refers specifically to occupational therapists vocational rehabilitation 
services. In line with the Batho Pele approach the first transformation consideration is  the positive 
change of such services to benefit public healthcare users (Republic of South Africa, 1997). It also 
refers to positive change in services peripheral to clinical contact such as research, student 
supervision and to enrichment of clinicians as action learning comes about. The reason being that 
such transformation will eventually also impact on public healthcare users experiences.    
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Vocational Rehabilitation (VR) – Vocational rehabilitation is a multi-professional service provided to 
individuals of working age with health-related impairment, limitations or restriction within work 
functioning. Vocational rehabilitation’s primary aim is to optimize work participation in spite of 
illness or activity limitations (Escorpizo et al., 2010).  
Vocational rehabilitation services – This refers to therapeutic assessments, interventions and 
programs that occupational therapists offer. Which aim to enable adults of a working age to work. 
These can be prevention, assessment, remedial, restorative or compensatory (Buys, 2006).   
The Vocational Rehabilitation Task Team, Gauteng (VRTT) is an interest group formed in 2011 and 
headed by Simon Rabothata, Assistant Director of Rehabilitation Gauteng.  The group consists of 
occupational therapists from Gauteng public healthcare who are interested in and concerned with 
vocational rehabilitation.  
Ubuntu is an ancient African philosophy that includes the virtues of compassion and humanity 






Chapter One: Orientation to the Study 
“Ubuntu speaks particularly about the fact that you can’t exist as a human being in isolation. It 
speaks about our interconnectedness. We believe that a person is a person through another person, 
that my humanity is caught up, bound up, inextricably, with yours.”     Archbishop Emeritus Desmond 
Tutu (Tutu, 2012) 
1.1 An Introductory Vignette 
In 1988, Apartheid was statutory in South Africa. Legalised racial segregation dictated there had to 
be separate facilities for black and white people and public services, such as healthcare, led by 
example in this racial segregation. In 1988, living in South Africa was stressful; limpet mines, hand 
grenades, land mines and car bombs exploded in private and public places. The banning of artists 
and archbishops, international sanctions, detention without trial and suppression of free speech was 
rampant. In 1988, Nelson Mandela was moved from Robben Island, where he had been imprisoned 
for 26 years, to a prison on the South African mainland, starting negotiating processes that would 
lead to a democratic South Africa in 1994 (Mandela, 1995).  
In 1988, the researcher started working at Hillbrow hospital in the occupational therapy 
department’s work unit, doing vocational rehabilitation. Hillbrow hospital was a public healthcare 
hospital designated for black people and was situated in the centre of Johannesburg.  The hospital’s 
infrastructure was derelict and therapists worked with limited resources. Vocational rehabilitation 
was challenging, as legislation to protect injured or ill workers was sparse and there was no incentive 
for employers to employ disabled workers (Strasheim & Buys, 1996). The general profile of 
healthcare users at Hillbrow hospital was manual labourers, with little or no technical or professional 
work skills and severe financial restrictions. Despite these challenges, the work unit, headed by the 
researcher and the occupational therapy department in Hillbrow Hospital, was proficient. The 
vocational rehabilitation services offered in this work unit received national and international 
recognition (Naik & van Biljon, 1991, Birkhead, 2009). The first VALPAR work sample system in South 
Africa was bought and used in this work unit (van Biljon, 1994); functional capacity evaluations and 
medico legal assessments were done (van Biljon, 1997); weekly group therapy sessions offered 
support and training in  job seeking skills, work readiness, work hardening and home industry. Work-
site visits were done and workers were assisted in returning to work, to access sheltered or 
protected workshops or develop their work skills at training centres and look for suitable alternative 
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work.  The researcher was involved in starting and hosting interest groups and workshops on 
vocational rehabilitation, which were attended by occupational therapists and other professionals 
from a variety of vocational rehabilitation settings. 
The researcher left public healthcare in 1995 to raise her family. Working part time, she started a 
private practice specialising in vocational rehabilitation (Buys & van Biljon, 1998, Buys & van Biljon, 
2007) and medico legal work (van Biljon, 2013). In 2013, she returned to work units and vocational 
rehabilitation services in public healthcare through this research.  Reflective journaling notes, in 
November 2013, showed the researcher’s comments after visiting a work unit in a central 
Johannesburg public healthcare hospital: 
“I feel like a time traveller. Here are all the old files and work samples we used (at Hillbrow Hospital) 
20 years ago. Neatly packed away in cupboards and covered in dust. Have they not been used?” 
1.2 Background and Rationale of the Study 
In 1996, the Constitution of a new democratic South Africa was promulgated by President Nelson 
Mandela (Republic of South Africa, 1996). As the highest law of the land, the constitution is generally 
regarded as the defining transformation between the apartheid and post-apartheid era. The South 
African Constitution indicates that everyone who lives in South Africa has the right of access to 
health services and that the Government should apply all reasonable measures within its means to 
ensure this right is achieved. There are two healthcare providers in South Africa: public and private. 
Gauteng province, where this study is situated, is one of the country’s nine provinces and home to 
30% of South Africa’s total population, with an age distribution indicating 73% of this population is of 
working age (Lehohla, 2012). This province is the hub of South Africa’s commerce and industry and 
experiences the highest population influx of all provinces. People from across Southern Africa come 
to look for work in Gauteng and the prediction is for this influx to increase and with it, the demand 
on Gauteng’s resources (Republic of South Africa, 2011b).  One of these resources is healthcare. 
The ideal, to provide healthcare to all citizens, is challenging in South Africa, as 68% of the 
population depends entirely on public healthcare.  Adding those who are partially dependent on 
public healthcare, this figure rises to 84%  (Ataguba & Akazili, 2010).  In addition, 41% of all 
healthcare expenditure is attributed to the public healthcare sector and 59% to the private 
healthcare sector (McIntyre & Thiede, 2007).  Most healthcare workers work in the private sector. In 
2015, only 15% (N=242) of the 1 618 occupational therapists registered with the Health Professions 
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Council of South Africa who resided in Gauteng (Health Professions Council of South Africa, 2015), 
were working in public healthcare. Despite this, Gauteng is considered better off than the rest of the 
country regarding healthcare resource distribution (Ataguba & Akazili, 2010). 
The quality of publicly funded healthcare is an ongoing global concern (Blendon et al., 2002), as the 
nature of such healthcare is fraught with problems ranging from global generic to culture specific 
(Halverson et al., 1998).  In many countries, including South Africa, an ongoing public-private sector 
divergence discourse further complicates matters (Nichols et al., 2004).  Despite 20 years of 
democracy in South Africa, the health system's effectiveness and efficiency remains a challenge 
whereby the poor, who are predominantly dependent on public healthcare, are largely marginalised 
(Republic of South Africa, 2015).  
To address these challenges and in response to the World Health Organization’s health funding 
policies  (2013) the National Health Insurance, commonly referred to as the NHI (Republic of South 
Africa, 2011a), was launched. The NHI promotes equity, efficiency and effectiveness, ensuring 
everyone has access to quality health services, regardless of their socio-economic status or 
geographic location. This initiative is currently being phased-in and will entail major changes in 
service delivery structures and administrative and management systems (Republic of South Africa, 
2011a). Another initiative that affects public healthcare services is  the ‘Batho Pele’ (People First) 
principle to improve the quality, accessibility, efficiency and accountability of service delivery in the 
public sector (Republic of South Africa, 1997).   
In his National Assembly address, on 14 August 2012, Dr Aaron Motsoaledi, South Africa’s Minister 
of Health said, “The quality of healthcare in our public hospitals has been a thorn in the flesh of our 
country for quite some time.” Within South Africa, public healthcare has a myriad of problems  
(Thom, 2012) and occupational therapy services are not exempt from this with services requiring 
specialised knowledge and experience, such as vocational rehabilitation, being mostly affected.  
Vocational rehabilitation is a multi-professional service provided to working-age individuals with 
health-related impairments, limitations or restrictions within work functioning. Vocational 
rehabilitation’s primary aim is to optimise work participation in spite of illness or functional 
limitations  (Escorpizo et al., 2011). The unique focus of occupational therapy involves functional 
ability and purposeful activity which allows the profession an important place in vocational 
rehabilitation practice (Beukes, 2011). These services typically include injury prevention, vocational 
assessment, - guidance, - intervention and training, placement in the open labour market or an 
alternative work environment and follow up (Buys, 2015).  An effective occupational therapy 
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vocational rehabilitation service assists the transition between injury/illness which resulted in 
hospitalisation and returning to the labour market. Through prevention programmes, assessment of 
ability to work, various intervention strategies, placement and follow-up, occupational therapists 
offer preparation for return to work programmes, job seeking and/or support groups, workplace 
visits, ensure accessibility and ergonomic compliance, implement the use of assistive devices and 
work station adaptations, act as counsellors and/or advisors regarding aspects of disability in the 
workplace to employers/employee’s/trainers/unions. In the case of unemployment or inability to fit 
the requirements and demands of the open labour market, occupational therapists guide and assist 
clients to explore entrepreneurial, sheltered or protected work options (Buys, 2006). This in turn has 
social and fiscal significance to the individual, his/her family, their community and the national 
economy (Buys & van Biljon, 1998). 
Occupational therapists in Gauteng’s public healthcare have a history of offering outstanding 
vocational rehabilitation services (Buys & van Biljon, 2007). Working in Pretoria in the 1960s, Vona 
du Toit and Judith Farrell established occupational therapy’s role in vocational rehabilitation, or 
work rehabilitation as it was then known (1991). In the 1970s and 1980s work units offered services 
which included advocating for the rights of their clients despite a lack of legislative protection for 
workers and apartheid policies  (Naik & van Biljon, 1991).  In the 1990s, South Africa underwent 
much needed transformation to become a democracy. To address gross inequalities of service and 
resource distribution, legislative and infrastructural changes had to be made in all service sectors, 
including vocational rehabilitation (Strasheim & Buys, 1996).  
An unfortunate casualty during this transformation was the vocational rehabilitation services of 
occupational therapists in Gauteng’s public healthcare.  The infrastructure of the previous vocational 
rehabilitation services still existed, but the services were scarce and insufficient to meet the needs of 
the population it served.  
One strength of a professional discipline is its ability to critically re-examine and re-form itself and 
address the need for change (Gibson, 2015).  Ramukumba demonstrates this strength in his Vona du 
Toit memorial lecture (2015).  In a post-apartheid South Africa, he had hoped that as part of the 
transformation process, the democratic Government would address poverty, but concluded that not 
much had changed for the historically disadvantaged. He appeals to occupational therapists to 
address the needs of their clients for economic occupation and calls this the foundation upon which 
all their other needs rest (Abasa et al., 2010).  
5 
 
In February 2011, the Assistant Director of Rehabilitation services in Gauteng started a Vocational 
Rehabilitation Task Team (VRTT) to resuscitate occupational therapy’s vocational rehabilitation 
services in Gauteng.  Meeting minutes provided evidence of investigation of vocational rehabilitation 
units with various attempts to align and designate services.  Most notable were the development of 
a screening tool and the start of a vocational rehabilitation orientation workshop for all new 
occupational therapists in Gauteng public healthcare. Of importance to this research was that in 
meeting minutes of March 2011 it was noted the VRTT felt they should ask vocational rehabilitation 
experts to assist them.  
In June 2013 an independent private occupational therapist (the researcher), with 20 years’ 
experience in vocational rehabilitation, joined forces with the VRTT for her PhD research. The focus 
of her research supported the work of the VRTT in line with the National Government’s National 
Health Insurance (NHI) plan. A collaborative research team was formed, consisting of the PhD 
student, an outsider and the VRTT, an interest group of insiders. The research team agreed to adopt 
action research and its epistemological framework for all aspects of their interaction and 
transformation work.  
1.3 Problem Statement 
The Vocational Rehabilitation Task Team (VRTT) and other healthcare professionals expressed a 
concern that vocational rehabilitation services in public healthcare were showing low patient 
statistics, not providing evidence they were addressing the needs of users and were not contributing 
to vocational rehabilitation forums.  In addition, important aspects of holistic vocational 
rehabilitation services were missing, students were unable to do fieldwork in vocational 
rehabilitation settings in public healthcare and no research or publications were being generated.  
The resources of the work units of 20 years ago were still available, but the services were offered 
partially or not at all. The Assistant Director for Rehabilitation in Gauteng, during an interview, 
indicated the work units used to have designated occupational therapists doing only vocational 
rehabilitation, however the number of patients seen and the services offered did not justify a 
designated post. Therapists employed in acute and pathology specific rehabilitation services were 
now required to do vocational rehabilitation in addition to acute rehabilitation. They reported only 
providing vocational rehabilitation if and when their work load afforded them time to do so. He 
noted that additional challenges to vocational rehabilitation service delivery were in-experienced 
staff and a high staff turnover. Occupational therapists with an interest in vocational rehabilitation 
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usually left once they had adequate experience and additional vocational rehabilitation 
qualifications to start their own or join existing private practices. In South Africa, private vocational 
rehabilitation practices were lucrative and often offered the opportunity of doing medico-legal work 
(van Biljon, 2013).  Experienced occupational therapists who stayed in public healthcare were usually 
promoted to managerial positions, which reduced their time in clinical practice and patient contact.  
Vocational rehabilitation is an important part of any adult healthcare user’s occupational therapy. In 
a commercial and industrial province such as Gauteng, with a high prevalence of injury at work, 
crime and motor vehicle related injuries, the impact of HIV Aids and pressure to return to work as 
quickly and effectively as possible, it is an essential service. An effective vocational rehabilitation 
service, which assists the transition between injury and hospitalisation and return to the labour 
market, typically includes injury prevention, vocational assessment, guidance, intervention and 
training, placement in the open labour market or an alternative work environment and follow up 
(Buys & van Biljon, 1998).  Occupational therapists support their clients to move from the hospital 
environment into the labour market. Doing workplace visits, ensuring accessibility, ergonomics, 
implement assistive devices, work station adaptations and counselling/advising employers regarding 
‘reasonable accommodation’ in keeping with South Africa’s labour laws, they enable clients to return 
to work. In the case of unemployment or inability to cope in the open labour market, assistance is 
given in exploring entrepreneurial, sheltered or protected work options.  
In Gauteng, where more than half the population depends entirely on public healthcare, the need 
for vocational rehabilitation services, as offered by occupational therapists, are vital. The absence of 
or inadequacy of such services directly impact on the quality of life of individuals, the health of 
societies they return to and increases the burden on state resources such as grants and health 
support structures.  
1.4 Research Question 
From the background given above, the following question emerged: Why are occupational 
therapists, working in public healthcare, not offering efficient and effective vocational rehabilitation 
services?’  
For several years the question was asked and discussed at all levels of occupational therapy society 
in South Africa, as the lack of these services were being felt on an inter-sectorial level.  Although 
attempts were made to address the problem, the problem persisted. This incited the researcher to 
7 
 
become involved through a PhD study. Formalising efforts to address the practice problem of poor 
vocational rehabilitation services in public healthcare brought to light the research question: Can an 
action learning, action research approach transform the vocational rehabilitation practises of 
occupational therapists in Gauteng public healthcare?  
1.5 Research Paradigm 
Research is a form of disciplined enquiry leading to the generation of knowledge (Koshy et al., 2011). 
Guba and Lincoln (1985) support this, indicating that when conducting research of any kind, a 
consideration of philosophical stance or world view is important, as this affects all aspects of a 
disciplined enquiry. Referring to such philosophical stances or worldviews, Trochim notes that 
nobody really knows how best to perceive and understand the world and philosophers have been 
arguing about it for millennia (2006). The best a researcher can do is declare their chosen and 
identified world-view so that readers can evaluate the process, methods and outcomes, using 
relevant criteria from the researcher’s particular perspective (Zuber-Skerritt, 2001).  
This researcher declares the following four worldviews that influenced the research: the research 
framework, the physical context within which the research was conducted, the professional context 
within which the research was conducted, the collective and individual researchers’ bio-, socio-, 
cultural and religious grounding. Within an unstructured and subjective enquiry such as this, it is 
important to note not only the common ground the various worldviews share, but also their 
differences. Ultimately both commonalities and differences influenced each other as well as the 
larger enquiry. 
1.5.1 The Research Framework used: Action learning action research 
(ALAR) 
All aspects of this research were permeated by the action research (AR) paradigm, which Zuber-
Skerrit describes as plural way of knowing (2007).  It falls in neither the positivist nor the interpretive 
paradigms as neither have sufficient epistemological structure to incorporate it (Bergold & Thomas, 
2012) and it can be conducted from a qualitative, quantitative or combined approach (Koshy et al., 
2011).  As a member of the AR family, ALAR is located in the social sciences, as researchers deal with 
sentient human beings, groups of people and organisations, whose characteristics, ideas, strategies 
and behaviour are complex and not easy to predict, if at all (Zuber-Skerritt, 2001).  
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Reason and Bradbury’s (2007) definition of action research best suits the context and milieu of this 
research. They state action research is a participatory, democratic worldview and is concerned with 
developing practical knowledge.  Zuber-Skerritt’s (2007) working definition of ALAR expands on this 
and describes what took place in this research.  Participants participated in and learned from 
collaborative problem identification, planning, implementation of actions, data gathering, data 
analysis and knowledge dissemination. Zuber-Skerrit (2007)(p423) indicates that “The very nature of 
action research is open-ended, collaborative, situation specific, methodologically eclectic, and thus 
not prescriptive in its use of methods and processes or final goals.” Action learning (AL) is 
philosophically rooted in the theories of learning from experience, as practiced collaboratively with 
others through some form of action research (Marsick & O' Neil, 2010). Both AR and AL have the 
same philosophy and paradigm (Zuber-Skerritt, 2009).  
O’Brien (2001) feels that a paradigm of praxis is where the main affinities of action research lie.  
Praxis, a term used by Aristotle, is the art of acting upon the conditions one faces in order to change 
them; it deals with the disciplines and activities predominant in the ethical and political lives of 
people. Aristotle contrasted this with Theoria, where the concern is with knowing for its own sake 
(Kielhofner, 2006).  A cornerstone of action research is that knowledge is derived from practice and 
practice informed by knowledge, in an ongoing process.  Action researchers also reject the notion of 
researcher neutrality, understanding that the most active researcher is often one who has most at 
stake in resolving a problematic situation (O' Brien, 2001).  Ebersöhn et al (2010) state that action 
research mirrors assumptions related to post-positivist, interpretative and constructivist 
epistemological paradigms.  It honours the tradition of applied research, which is situated between 
knowledge creation, dissemination and practical application (Maree, 2007).  Accordingly, process, 
choices and knowledge creation were perceived through the following paradigmatic lenses: Multiple 
realities exist, research and intervention can coexist, blurred boundaries exist between aspects of 
the research process, subjectivity is a strength and central to the research process, quality criteria 
exist to ensure rigour within a flexible research design. 
1.5.2 The physical context within which the research was conducted: South 
African public healthcare   
All efforts of transformation in public service delivery should be grounded in reform that will 
promote service proficiency, equity and efficiency. The South African Constitution (Republic of South 
Africa, 1996), the National Health Insurance plan (Republic of South Africa, 2011a) and the public 
healthcare Batho Pele principles (Republic of South Africa, 1997) all impact on this research. The 
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underlying philosophies of these three frames of principles are that all South Africans should have 
access to affordable quality healthcare services, regardless of their socio-economic status.   
1.5.3 The professional context within which the research was conducted: 
Occupational therapy and vocational rehabilitation 
The profession of occupational therapy is essentially practical and humanistic in nature (Kielhofner, 
2006), with client-centred practice embedded in its values and beliefs (Sumsion, 2006), all of which 
are shared values with action research. Occupation based practice is the core of the profession’s 
paradigm and the focus for service (Kielhofner, 2009), with the occupation of work being recognised 
as the most important occupation in an adult’s life (Schultz-Krohn & Pendleton, 2013) as it provides 
a life role (Ross, 2007). 
1.5.4 The collective research group: The Vocational Rehabilitation Task 
Team (VRTT) and the researcher (the PhD candidate) 
All the above formed and directed the researchers’ worldview, both individually and as a collective. 
There were however additional nuances that needed consideration and cognisance taken. South 
Africa is richly diverse in its cultural and religious make up, leading Archbishop Desmond Tutu to coin 
the term Rainbow Nation describing the new South Africa after the first fully democratic election in 
1994 (2012). The Vocational Rehabilitation Task Team (VRTT) reflected this diversity as its members 
were from seven different cultural groups, four different religious beliefs and gender and age 
diversity. The VRTT took time to discuss and reflect on its chosen worldview and agreed the 
philosophy of Ubuntu best represented the group’s worldview as occupational therapists working in 
public healthcare. 
Discussing Ubuntu, Archbishop Desmond Tutu (2012) notes that a person with Ubuntu is open and 
available to others, has a humble spirit with curiosity and compassion and a desire to learn from 
others. In the spirit of Ubuntu, people do not feel threatened by other’s achievements, but affirms 
and supports them, sharing freely from their own achievements. Embracing Ubuntu brings about a 
self-assurance that comes from knowing you belong to a greater whole. A collective empathy 
ensures that someone embracing the philosophy of  Ubuntu will feel and own the humility, 
oppression, or other forms of degradations of others (Lief, 2015). Ubuntu’s characteristics of 
compassion, consideration, co-operation and a sense of community is found throughout Africa and 
transcends cultural, gender and religious differences (Ndlovu, 2016).  Both Zuber-Skerritt (2007)and 
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Whitehead (2009) refer to Ubuntu as representing values and qualities  embodied in the living 
meaning and practice of action research.  
1.6 Questions and Aims of the Study 
This research aimed to empower clinical occupational therapists, working in Gauteng public 
healthcare, to transform their vocational rehabilitation services using action learning and action 
research (ALAR).  
Using action research to transform practice requires a democratic context which allows participants  
to shape the research process (Bergold & Thomas, 2012) as their needs arise and new knowledge 
emerges. In this way, aims and objectives could only be formalised in retrospect.  Reflections of this 
research showed an organic process that could be depicted in Lewins familiar phase of an action 
research cycle: observe, plan, act and reflect (Kemmis et al., 2014).  
The research began when the researcher entered the research environment as an outsider and 
integrated into a pre-existing insider interest group. Four phases, each with its own question, aims 
and objectives ensued. A premeditated withdrawal from the research environment concluded the 
researcher’s tenure with the insider group.  
 




The question ‘Could we merge our efforts to transform occupational therapy’s vocational 
rehabilitation services in Gauteng’s public healthcare and use action learning and action research 
(ALAR) principles to do so?’ framed the aim of the researcher, an outsider, to integrate herself and 
the action researcher paradigm into a pre-existing group of insiders. The aim was to form a 
collaborative research group with an ALAR approach to motivate and navigate transformation. 
1.6.2 The Observation Phase 
The observation phase prompted the research question: What is happening in Gauteng public 
healthcare regarding vocational rehabilitation? This outlined the aim to explore the status of 
occupational therapy’s vocational rehabilitation services in Gauteng public healthcare using an ALAR 
approach.  
1.6.3 The Planning Phase 
The planning phase followed with the research question: What should be happening in Gauteng 
public healthcare regarding vocational rehabilitation? The aim was to have a framework within 
which occupational therapists’ vocational rehabilitation services in Gauteng’s public healthcare 
could be positioned.  
1.6.4 The Action Phase  
The aim of this phase was to set in motion transformational processes within the vocational 
rehabilitation practice of occupational therapists in Gauteng public healthcare. Multiple practice 
specific research questions were brought to the collaborative research team as they emerged from 
clinical practice. The aim was to address these vocational rehabilitation practice problems using 
ALAR to bring about transformation of clinical practice. 
1.6.5 The Reflection Phase 
The reflection phase was a meta reflection of the question: What was the transformation impact of 
action learning action research on the vocational rehabilitation services in Gauteng’s public 
healthcare? The aim was to explore what the impact had been of having used ALAR to transform 




1.6.6 Premeditated withdrawal from collaborative research group 
An undertone to the previous phase was a withdrawal of the researcher from the VRTT group’s 
activities as her research tenure neared its end. The aim was to withdraw from all activities and 
action cycles the VRTT were engaged in, in such a way that it did not affect the ALAR process or the 
transformational progress.   
1.7 Significance and contribution of the research  
This research project had practical and theoretical significance. The practical significance was the 
transformation of vocational rehabilitation services and the clinical skills and confidence of 
occupational therapists’ in Gauteng’s public healthcare.  The theoretical significance was a typical 
outcome of action research, namely the generation (Ebersöhn et al., 2010) and dissemination of 
knowledge (Zuber-Skerritt, 2009). 
The practical and theoretical significance was in keeping with the ethos of client-centred practice as 
the most important benefit was improved quality of care for public healthcare users. In Gauteng, 
there are three medical training institutions relying heavily on the services in public healthcare to 
educate their students. Functional work units would benefit all undergraduate and post-graduate 
students from these faculties. In two of the four academic hospitals involved in this study, clinical 
supervision of undergraduate occupational therapy students commenced during this research. In 
addition the value of mentoring was experienced and espoused by the VRTT. The cohesion and 
operation of the VRTT was improved. Awareness of vocational rehabilitation was increased on 
multiple levels within and outside of public healthcare during the time of this research (van Biljon & 
Parkinson, 2015, van Biljon et al., 2016). 
Using ALAR as methodology, occupational therapists working in public healthcare in Gauteng  
became fellow researchers, learning from the experience and producing knowledge that was 
relevant to their practice situations and that they could relate to (Zuber-Skerritt, 2009). They were 
part of a team that collaboratively worked towards the solution of self-identified practical problems 
(Reason & Bradbury, 2007).  Action research and an embedded action learning approach encouraged 
a natural process for addressing practice problems based on the opportunity to acquire  knowledge 
and experience which continued after the researcher withdrew (Zuber-Skerritt, 2009). The research 
showed that professional and personal benefits were experienced in the improvement of 
participating therapists’ clinical skills, their confidence and enjoyment of their work (van Biljon & 
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Parkinson, 2015).  As the work environment within vocational rehabilitation practices in public 
healthcare became more stimulating and the excellence of their services were acknowledged by the 
occupational therapy fraternity, therapists chose to stay in their posts thus curbing high staff 
turnover. Three of the VRTT members enrolled for postgraduate studies in vocational rehabilitation 
during this research.   
The collaborative and emancipatory research approach of ALAR had several beneficial outcomes. By 
creating an opportunity where the researcher explored practice problems alongside practitioners, 
and the research design focuses on translating research into practice, findings are generated and 
implemented to facilitate a culture for self-empowerment. This motivated policies and strategy 
development to get experienced occupational therapists back into the public healthcare in the form 
of mentors. It improved other specialised occupational therapy services in South Africa’s public 
healthcare and could be used for service improvement in other professional health fields.  
Research findings, publications and the development of policy documents were generated during 
this study. The knowledge generated in this study was disseminated through seven non-peer 
reviewed publications, four peer reviewed publications, three congress presentations and at seven 
workshops and interest group meetings.  
The study was in line with the Government’s NHI plan to bring about reform that will promote 
service proficiency, equity and efficiency and ensure all South Africans have access to affordable 
quality healthcare services regardless of their socio-economic status (Republic of South Africa, 2015).  
The study produced knowledge and understanding that was fed back to the league of occupational 
therapists who would continue the work after the researcher left. It also created awareness and 
dialogue within the larger national and international occupational therapy community. Evidence was 
found that private public partnerships were emerging within the occupational therapy vocational 
rehabilitation fraternity of Gauteng. Practical user documents, guidelines and principles that 
enriched the profession and the public healthcare users they served were generated. For this reason 
prominence was given to disseminate results in local and open access publications.   
1.8 Layout of the Report  
This thesis is a hybrid of the traditional thesis format and the thesis by publication format. The 
structure of the report is the traditional introductory contextualisation chapters, followed by 
chapters showing the process and results of the study and ending in concluding reflection chapters. 
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Throughout the thesis, publications and presentations that emerged will be placed within the body 
of the thesis as they relate to the reported context. 
There is no designated literature section as continuous engagement with scientific and grey 
literature will be seen throughout the body of the thesis. In action research, literature is 
comprehensively and critically consulted as is relevant and as the study proceeds (Dick, 2013a), 
which will be seen in this study. As the study progressed literature was used to illuminate findings, 
deepen understanding, suggest direction for the next actions (Herr & Anderson, 2005) and as 
support for the dissemination of generated knowledge.    
This action research enquiry was done with a collaboration of insider and outsider researchers, the 
Vocational Rehabilitation Task Team (VRTT). As the VRTT’s membership changed continuously, 
multiple variations of this collaboration was experienced. The thesis will reflect this by being written 
in a variety of ‘voices’ e.g. first person, second person and the objective academic person.  
Two chapters which follow, contextualise and map the research for the reader. 
Chapter One: An orientation to the research gives an introduction to and the context of the 
research. The position of the researcher is given in the form of an introductory vignette.  Background 
and rationale of the study is provided and problem statements and research questions are 
discussed.  
The worldview and paradigm of this research is discussed in the introductory chapter, as the way the 
researcher perceived herself within her physical and professional context precedes the engagement 
in an action research enquiry. The researcher’s world-view was the reason for embarking on the 
enquiry and influenced the research framework choice. As is typical in action research, this 
worldview was then continuously challenged and shaped. The researcher became part of a multi-
dimensional collaborative research group. As the study developed reflections showed that 
individually and collectively, perspectives of the world, within which the research group were 
collectively immersed, changed as their understanding deepened.  
Questions and aims of the research are given, the significance and contribution of the research is 
discussed and the layout of the report provided.  
Chapter Two: The methodology chapter explains the approach taken.  It sets out the research design 
and the setting and stakeholders. The research process is discussed and the trustworthiness of the 
research and ethical considerations considered. 
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The limitations of the study are not discussed in the introductory chapters but found in Chapter 
Seven, where the results are reflected on and discussed. In action research, the researcher is 
immersed in the study and the actions.  Throughout the study critical reflection is done but objective 
hindsight of the enquiry, as a whole, occurs at the end of the research.  In the closure phase of an 
action research enquiry, a larger retrospection of the whole study leads to objective insight and 
discussion of the scope and limitations of the study.  
Chapters Three, Four, Five and Six present the major findings of this study in the typical action 
research phases of observe, plan, act and reflect.  In each of these chapters, a discussion of the 
findings and how they were derived is included, relevant literature engaged with, action learning 
that took place is described and reflected on. 
Chapter Three: The integration and entry of the outsider researchers into a pre-existing insider 
group is shown. The observation phase, where the question: “What is happening in Gauteng public 
healthcare regarding occupational therapy’s vocational rehabilitation services?” is described. Three 
enquiries are used to identify the current status of vocational rehabilitation in the observation 
phase: A Vocational Rehabilitation Practice Profile Tool (VRPPT) was designed for therapists to use to 
profile their own practices while experiencing action learning. The designing of the VRPPT is 
presented as a published journal article and a summary of the resulting practice profiles given. The 
results of semi-structured interviews with the Heads of Department and interested occupational 
therapists, to gauge their views of what their vocational rehabilitation services are, are given. Clinical 
occupational therapists were co-opted as researchers to use convergent interviewing to establish 
health care users opinions of the vocational rehabilitation services in their departments.  These 
results are presented in the form of a journal article.  
Chapter Four: This enquiry had multi-layered planning to address transformation and enable action 
learning. Clinical planning that addressed specific practice problems is described in association with 
the action it took place in and is seen throughout chapters three, four, five and six. This chapter 
specifically shows the planning of a framework within which occupational therapists could practice 
their vocational rehabilitation. It naturally follows the observational phase to address the question:  
“What vocational rehabilitation services should occupational therapists offer in Gauteng’s public 
healthcare?” A literature search and an opinion survey and the VRTT’s collaborative reflections on 
the results of these are shown.   
Chapter Five: The action phase describes the transformative actions that took place and five action 
cycles that concluded during the research are described: report writing, driver screening, using a 
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time-method-study called MODAPTS, doing a basic work assessment in and supervising students. 
The actions are described and the user documents that resulted are available as appendices.    
Chapter Six: The reflection phase of the research was to answer the question: “What transformation 
did ALAR bring about?” This meta reflection considers:  annual reflection by the collaborative 
research team, in the form of published newsletter articles, results of the 2013 and 2016 VRPPT are 
compared and critically reflected on and the results of a vocational rehabilitation task team (VRTT) 
meeting, which was dedicated to collaborative reflectivity on the transformative effect that ALAR 
has had since 2013. The chapter concludes with a description of the withdrawal of the researcher 
from the VRTT. 
Chapter Seven: The concluding chapter shows the researcher’s personal reflections of the study and 




Chapter Two - The Method 
“Action without reflection and understanding is blind, just as theory without action is meaningless.” 
Reason and Bradbury (Reason & Bradbury, 2008) 
2.1 Introduction to the Method 
Dick calls Zuber-Skerritt the midwife of Action Learning Action Research (ALAR), as she has first-hand 
experience of the birth of ALAR (2009). Zuber-Skerritt describes ALAR as a method where 
participants think, plan, observe and reflect while working together, solving practical problems and 
creating new understanding. She calls it theory grounded in experience and collected data to 
produce a widely accepted and sustainable outcome (2009). Visiting South Africa, she generated an 
ALAR interest in the country that continues to date (Wood & Zuber-Skerritt, 2013). Action learning 
(AL) is increasingly being used for improving healthcare practices (Brook, 2010) and action research 
(AR) has been proven a successful methodology to use in public healthcare (Knowles et al., 2015) as 
well as in clinical occupational therapy (Cockburn & Trentham, 2002) contexts. Both AL and AR are 
reported to thrive in unpredictable and uncontrolled environments (Dick, 2013a),which are 
commonly found in the clinical practices of occupational therapists in South African public 
healthcare. The purpose of this research study was to transform vocational rehabilitation services in 
occupational therapy departments in Gauteng’s public healthcare using ALAR. 
Chapter One contextualised the research. Chapter Two is dedicated to the research approach. The 
research design, setting and stakeholders and the research process are described, the 
trustworthiness is discussed and the chapter concludes with the ethical considerations that were 
taken. 
2.2 Research Design 
Lewin is generally considered to be the originator of a research approach that proved the 
effectiveness of democratic participation, reflective thinking, discussion and decision making by 
ordinary people, which in the 1930’s (Adelman, 1998) he called action research. Revans’ work in the 
1940’s created the philosophy behind action learning (Welskop, 2013). In the 1990’s the combining 
of action research and action learning was officiated and the field of Action Learning Action Research 
(ALAR) came about (Zuber-Skerritt, 2009).  
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Since its original emergence, action research has become a hybrid of different approaches 
definitions and applications (Hart & Bond, 1995) creating considerable confusion. As an emergent 
genre within the family of action research, the defining of action learning has also not been without 
confusion as it often means different things to different people (Welskop, 2013). The combining of 
action learning with action research brings about comments and questions about the similarities 
between the two (Wood & Zuber-Skerritt, 2013). For this reason these concepts will be defined as 
they are implicit in this research.    
In this enquiry, Action Research (AR) is seen as a systematic approach that enables people to find 
effective solutions to problems they confront in their everyday lives (Stringer, 2014).  It is a cyclical 
iterative process of action and reflection on and in action (Zuber-Skerritt, 2009) that has the capacity 
for developing confidence in practical situations  where there is uncertainty (McNiff, 2013). Action 
research integrates research and action and theory and practice while creating knowledge and 
improving practice (Reason & Bradbury, 2007) and always makes its results public (Coghlan & 
Brydon-Miller, 2014).  Ebersohn et al (2010) distinguish four types of action research, technical, 
practical, participatory and emancipatory, and describe how the type of action research is 
determined by the contextual variables within which the research takes place. As this research took 
place in a variety of contexts, it was decided to describe the research design as AR.  
In this enquiry, Action Learning (AL) is seen as a way of learning from and through actions and 
experience, then taking action as a result of this learning (Zuber-Skerritt, 2009). Action learning is 
about asking critical questions, learning from and with colleagues while working on matters of 
mutual concern, sharing experiences and critically reflecting on these. Marsick and O’Neil (2010) 
discuss four schools of action learning: scientific, experiential and critical reflective and tactical. 
Reflection on this research showed how learning took place as a natural outcome of the 
collaborative transformational process. In addition, the two common elements found in all the 
schools of AL (Marsick & O' Neil, 2010) were present in this inquiry, namely opportunity for 
discussion that included frequent use of practical and undefined problem solving. These reflections 
led to the decision to describe the learning that took place in the inquiry as AL.   
Action Learning Action Research (ALAR) as an integrated concept of inquiry, using AL processes and 
AR principles, was adopted as the research design. ALAR combines the benefits of experiential 




Aiming to enable the transformation of occupational therapy vocational rehabilitation services in 
public healthcare, the researcher recognised ALAR as a positive approach to a complex problem. 
There was also evidence that South African occupational therapy researchers were using action 
research (du Toit & Wilkinson, 2010) and specifically in relation to vocational rehabilitation (van 
Niekerk et al., 2006). Lorenzo et al (2006) also advocate the importance of learning in the real life 
situation for South African occupational therapy students, which is a fundamental attribute of action 
learning. ALAR is an emancipatory way of changing a situation so that it empowered the people 
concerned to take responsibility for their own destiny through self-directed learning and leadership 
(Zuber-Skerritt, 2009). 
Considering the definitions of ALAR draws attention to its collaborative participatory dimension 
(Pedler & Burgonye, 2008), its focus on practical problems for which practical solutions are sought 
(Ebersöhn et al., 2010) and the ability of participants to be active constructors and interpreters of 
experiences, to personalise knowledge and make it relevant to practices (Zuber-Skerritt, 2009). The 
following characteristics of ALAR were found in this enquiry: 
 The aim of developing solutions to practical problems (Brockbank & McGill, 2004). In this 
study the practical problem was the inefficient vocational rehabilitation services of 
occupational therapists in public healthcare.  
 The focus on change and its inherently transformative and developmental characteristic 
which created new knowledge as change happened (Brook, 2010). This study aimed to 
transform vocational rehabilitation practices and develop associated skills of occupational 
therapists in public healthcare.   
 The cyclical process of strategic planning, implementing action plans, evaluating and 
observing the outcome and critical reflection on the results to make decisions for the next 
cycle. Repeating the cycles of planning, action, reflection and observation as often as 
necessary to address the problem (Pedler & Burgonye, 2008). In this study, the observe-
plan-act-reflect cycles were found as phases in the larger research design, within the 
collaborative research team’s transformational planning and as multiple cyclical processes 
when addressing specific practice problems. 
 The participation of all role players and a democratic grounding allowing an equal 
partnership between the researcher, an outsider and insider participants. In this enquiry, the 
researcher became a member of a pre-existing insider group, the Vocational Rehabilitation 
Task Team, sharing the same transformational goals. 
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 It was an interactive form of knowledge development with constant interaction between 
theory and practice (Zuber-Skerritt, 2009). In this enquiry, the insider group identified the 
issues, concerns and problems that were instrumental in deciding how to address these and 
identified who was to take part in the actions to transform. All generated knowledge was 
disseminated and shared within the local context. 
The primary focus in ALAR is that people learn best when they do it themselves (Pedler & Burgonye, 
2008) and that decisions are best implemented by those who helped to make them (O' Brien, 2001). 
This focus echoes the basic principles of adult education, that adults learn by doing and solving 
problems they associate with their reality and that they need real time feedback (Moon, 2004). ALAR 
bridges the gap between learning and action, theory and practice and research and development 
(Zuber-Skerritt, 2009), with the definitive aim of transforming practice. 
2.3 Setting and Stakeholders 
Zuber-Skerritt described the attributes of people who are attracted to ALAR as being collaborative, 
open to criticism and self-critical, caring and appreciative, mindful of the needs of others and who 
have a concern for the wellbeing of their collective group (2009).   In 2013, the researcher joined the 
VRTT to form a collaborative research team, with the shared aim of transforming occupational 
therapy’s vocational rehabilitation services in public healthcare through action research.  
Dick (2013b) uses the term ‘stakeholders’ in action research to describe an action research 
population. He describes stakeholders as persons who have a stake in a programme and who are 
affected by or able to affect practical change.  Within a collective of stakeholders, there are 
numerous forms of positionalities (Herr & Anderson, 2005) that influence the research. Two 
positionalities will be referred to in this study, insiders and outsiders. Herr and Anderson (2005) view 
‘insiders’ as practitioners who reflect on and learn from their practices to become better 
practitioners. Outsiders are not related to the practice problem but interact for academic or other 
interests, often bringing expert or organisation knowledge that insiders request (Herr & Anderson, 
2005).  
The insiders in this group were clinical occupational therapists working in Gauteng public healthcare 
with an interest in vocational rehabilitation. They formed an interest group, the Vocational 
Rehabilitation Task Team (VRTT).  During the four years of this research, the Assistant Director of 
Rehabilitation Services in Gauteng acted as chair and convener of the VRTT.  VRTT meetings were 
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held every two months and the venue was rotated between hospitals. The VRTT membership 
fluctuated as new members joined and others left. The group size varied between five and 16 
members, with the only three constant members throughout this research being the Chairperson, a 
chief occupational therapist and the researcher.  
Biographical and positional description of the VRTT group: the Chair was an African male with 23 
years of occupational therapy experience, 15 of them in vocational rehabilitation. He had a natural 
non-confrontational affiliative leadership style and went out of his way to be accommodating, to 
soothe upsets and clear misunderstandings. By example, he placed emphasis on all conduct in the 
group being respectful and politically correct. The bio-graphics of the rest of the group showed an 
average of 5 years occupational therapy experience and 2 years vocational rehabilitation experience. 
The gender distribution was predominantly female, with a variety of cultural and religious 
backgrounds.  
A continuum of outsider stakeholders was present during the research period. The primary outsider 
was the researcher and her two supervisors. At the start of the research, the researcher co-opted a 
dedicated group of 12 outsiders who volunteered to be critical friends. The concept of having critical 
friends who offer constructive advice is well documented in AR (Herr & Anderson, 2005) and ALAR 
(Zuber-Skerritt, 2009). The selection criteria for the critical friend group was occupational therapists 
with experience of working in South Africa’s public healthcare and more than five years of working in 
and/or teaching vocational rehabilitation. On various occasions, outsider experts were invited to 
attend meetings and workshops as consultants for a specific problem. Towards the end of the study, 
outsiders approached the VRTT requesting access to generated knowledge and offering to be 
mentors and to help with future transformation actions.    
The biographical and positionality of the researcher: a  white female of Afrikaner descent, with 28 
years of occupational therapy experience of which 22 years were in vocational rehabilitation and in 
which she is considered to be an expert in the South African field.  As is common in action research, 
this researcher had multiple roles and this needs to be acknowledged and described for the reader 
to understand the impact it could have on the research (Herr & Anderson, 2005).  Another reality of 
action research is that the positionality of the researcher and the impact of her role changed 
continuously through the four-year research period.  At the beginning of the research, the 
researcher was a ‘new’ member entering a pre-existing group of insiders, by the end she was seen as 
an established VRTT member. The group dynamic changed as group members developed trust in her 
presence. She had developed a good track-record and reputation, which prompted non-member 
insiders requesting to become part of the VRTT group. In general, the researcher was viewed by 
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VRTT members as a visiting expert and her knowledge of vocational rehabilitation was therefore 
utilised within the group and by individuals.  She also acted as a mentor to therapists who requested 
this and held numerous training sessions both formally and informally. She was approached for 
counselling with difficult cases and clinicians sent her reports to proofread and comment on. On 
several occasions clinicians, who found themselves not confident, requested her 
support/supervision with the functional capacity assessments of patients perceived to be 
challenging. Within the clinical practice settings, the researcher demonstrated specific treatment 
and assessment techniques on patients. She helped clinicians to negotiate student fieldwork 
placement and showed them how to supervise students’ vocational rehabilitation clinical practice 
blocks. She demonstrated how to write reports, went on work visits with them and she 
demonstrated how to use, interpret and report the results of work samples.  During the time spent 
in the clinical settings, she demonstrated how to deal with difficult and abusive clients when such 
occasions arose. When mistakes were made she started constructive critical reflections on how to 
handle and correct these. She illustrated the use of MODAPTS within the clinical vocational 
rehabilitation contexts to which she was invited.  
Positive positionality considerations of the VRTT were that new members joining the group brought 
new insights, fresh perspectives and energy once they had been orientated to the group’s working 
aims and ethos. The management position of the chairperson was considered a negative 
positionality that had to be taken into consideration and managed to ensure optimal ALAR benefits. 
The fact the researcher was a private practitioner and had no stake in public healthcare was a 
positive position. However, this benefit came to fruition only once the possibility of power positions 
were acknowledged and negated. The possible power positionalities she had were that she was 
older, had a higher academic qualification and more clinical experience compared to the other 
members. She also had access to and regular contact with management and academic occupational 
therapists who group members viewed as power figures. 
Efforts were made by both the VRTT and the researcher to minimise possible negative positionality 
impacts on the collective aim.  One effective effort was having the chairperson endorse the 
researcher’s position within the group; treating her as an expert, supporting all research efforts and 
celebrating achievements, such as publications and international interest, were practical examples 
of this.  Additionally, attempts to equalise member positionality and reduced power relations was to 
create a colloquial atmosphere during meetings.  Values such as loyalty, respect and patience were 
discussed and insisted on.  Action research principles such as transparency and democracy were 
upheld.  The VRTT discussed and agreed to have the shared worldview of Ubuntu and upheld its 
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principles within the group. When discontent arose, it was discussed and managed immediately and 
in the spirit of Ubuntu. This approach requires awareness that it is more important to maintain a 
relationship than to prove a point.  
Approaches the researcher used to achieve a natural and conducive position within the group were 
willingness to acknowledge when she made mistakes and free sharing of knowledge and 
information, patience in repeating basic levels of knowledge, ability to demystify difficult aspects of 
the practice and get the information across in a simple way that was understandable for all, with a 
non-judgemental attitude. Other approaches were commitment to the group by attending all 
meetings, paying attention to non-essential aspects, such as VRTT members’ birthdays or weddings, 
professional conduct, such as being on time for appointments, and responding quickly to emails and 
telephone calls. 
At the end of each year, the VRTT undertook a structured anonymous critical reflection, which 
included considerations of the positionalities of the group members and its activities. These 
reflections were published in the national occupational therapy newsletter and discussed as a meta- 
reflection in Chapters Six and synthesised as learning in Chapter Seven. 
2.4 Research Process 
Action learning action research (ALAR) takes time and should be allowed to dictate its own progress 
and process. All this is difficult when combining it with the requirements of academic deadlines. The 
researcher had to learn to trust the ALAR process, which meant allowing the research process to be 
organic and abiding by the emancipatory and democratic principles of ALAR, letting the VRTT 
nominate practice problems in the order of what they perceived to be most important, staying 
engaged and supportive whilst allowing individuals to make mistakes they could learn from and 
waiting for them to recognise an error and take the time they needed to acknowledge it. All of this 
meant that phases did not proceed in a neat chronological order.  
2.4.1 The Process 
The research process was planned to have observe, plan, act, and reflect phases in keeping with 
typical action research cycle phases. Within each phase, multiple ALAR cycles would take place. The 
plan was to start with an observational phase in which the occupational therapy’s vocational 
rehabilitation services would be observed to establish its current status. This would be followed by a 
planning stage, in which a vision of occupational therapists vocational rehabilitation services could 
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be established in order to act as an indicator of what services should look like. Once this was 
established, transformative actions could be undertaken. At the end of the research tenure, there 
would be a reflection of the transformation achieved and the effect of ALAR. 
True to the nature of ALAR, the expectation was not for these phases to follow in a linear 
chronological fashion. Allowance would be made for the collaborative research team to identify and 
influence the content and progress of the cycles. In addition, cycles would be allowed to influence 
each other. This resulted in phases and cycles within phases, on occasions running concurrently and 
influencing each other. Furthermore, the VRTT used the last meeting of each year to reflect on the 
years’ transformative actions with the aim of planning for the new  year.  
 
Keeping all this in mind, the research process can best be described accordingly: 
 It started with an integration phase, when the researcher, an outsider, entered a pre-
existing insider group and they formed a collaborative research team.  
 An observation phase was launched in which three ALAR cycles were started and concluded.  
 A planning phase with a literature review and an opinion survey continues to date.  
 The action phase began whilst the researcher was integrating herself into the group, and 
continues to date.  
 The reflection phase was a meta-reflection of the researcher’s tenure with the insider group. 
Consensual and gradual withdrawal of the researcher from the VRTT concluded the research 
tenure.   
 
 
This is illustrated in the form of a time line and shown in Table 2.1 below.  
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2.4.2 Data Collection 
The researchers were in agreement with Koshy et al. (2011) that in action research it is important to 
collect the type of data that best serves the transformative purpose of the study. Although action 
research is popularly aligned with qualitative enquiry (Denzin & Lincoln, 2007) and its associated 
data collection tools, it is more correct to see it as an approach to change (Hart & Bond, 1995) that 
systematically draws on many ways of knowing, both qualitative and quantitative, in an iterative 
fashion (Reason & Bradbury, 2007). In this enquiry, data were collected as the context and 
framework of the particular ALAR phase and cycle required.  
The data collected took the form of individual and group narratives, participant observations, field 
notes, reflective journaling and critical reflection, written and verbal feedback from stakeholders, 
meeting minutes, opinion surveys, semi-structured interviews, convergent interviews, the 
Vocational Rehabilitation Practice Profile Tool, biographical questionnaires, photographs and 
anonymous workshop feedback forms.   
2.4.3 Data Analysis 
In keeping with good research practice (Creswell, 2009) and in support of ALAR principles (Zuber-
Skerritt, 2009), analysis of data were done manually and directly after the conclusion of an event or 
cycle. In action research this is especially important as data analysis guides further data gathering 
and decision making (Herr & Anderson, 2005). As is required in ALAR, the researcher and 
volunteering members of the VRTT  conducted data analysis together (Marsick & O' Neil, 2010).  An 
important consideration for the researchers was the suggestion made by Winter and Munn-Giddings 
(2005), that action research data should be analysed in such a way that it can be related, in an 
appropriate fashion, to the community from which it was gathered.  
 In action research different cycles and questions required different analysis approaches and in this 
research both quantitative and qualitative data analysis was used. Throughout the research 
inductive and deductive analysis and thematic and content analysis as described by Creswell (2009) 
were utilised..  
Zuber-Skerrit’s (2005) suggestion of data analysis was followed for routine reflections, field notes 
and personal journaling. At the end of each month raw data were summarised and categorised. For 
specific actions such as a mentoring occasion, practice orientation action cycles, workshops or 
interviews the data were analysed immediately after gathering. Throughout the research the 
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summarised and categorised data were further refined and used for presentation as a journal or 
newsletter article, feedback at a VRTT meeting or oral presentations on a variety of forums.  
2.5   Trustworthiness of the Research 
Throughout the study, efforts were made to build confidence in the research processes and results 
(Lincoln & Guba, 1985). The research aligned itself with Guba’s trustworthiness criteria (1981) and 
credibility, dependability, transferability and confirmability were used to describe the various 
aspects of trustworthiness. 
2.5.1 Credibility  
Credibility addresses the question of whether the research established confidence in the truth of the 
results (Lincoln & Guba, 1985). This was addressed by ongoing and extensive consultation of 
scientific and grey literature to inform all planning and actions.  Prolonged engagement was ensured 
as the researcher was actively involved and attended all meetings for four years as a member of the 
VRTT.  The researcher and all members of the VRTT consistently practiced observation and 
reflection. Routine, regular and immediate analysis of data by the researcher and volunteer VRTT 
members occurred throughout the research. In the case of data analysis for scientific publications, a 
VRTT member was used as a second analyst to co-code and authenticate coded data. Routine 
member checking and participant validation occurred and involvement of critical friends where 
possible. Active and equal participation of all VRTT members was seen as a priority. Formal and 
structured reflections of the VRTT actions were held at the end of each year, summarised and used 
to inform further action and shared on a national level with all South African occupational therapists 
by publication in the National Occupational Therapy newsletter, FOCUS. Referential adequacy was 
gained through VRTT meeting minutes, field notes, reflective journaling, debriefing summaries, 
researcher and member transcription. Within the collaborative research group the experience and 
educational qualifications of individual members was utilised and on several occasions, experts were 
invited to the VRTT meetings to further enhance the quality of knowledge and participation in the 
group. A variety of both qualitative and quantitative data collection methods were used throughout 
the research. For several knowledge generating cycles, peer scrutiny was achieved through 
publication in internationally accredited peer reviewed journals and at the National Occupational 




2.5.2 Dependability  
If the research and its findings could be repeated, and were consistent, indicates the dependability 
of an enquiry (Elo et al., 2014). This was attended to with a dense description of the research design 
and methodology. Further dependability considerations were, the code-recode data analysis 
procedure and using VRTT volunteers to help analyse data. Triangulation, using a variety of 
qualitative and quantitative strategies and data sources, participant validation, as well as the use of 
critical friends also increased dependability. Submission to scientific peer reviewed journals and a 
National Congress ensured additional reflective appraisal of the research.  
2.5.3 Transferability  
The degree to which findings can be applied to other contexts or with other respondents is called 
transferability (Guba, 1981) and in action research, which focuses on unique and specific contexts, 
this needs to considered with caution (Koshy et al., 2011).  The aim of this research was to address 
practice problems in a specific context and not to generalise the findings; this does not necessarily 
mean the findings of one specific context cannot be applied to another. Note needs to be taken of 
the context within which the research was done and considered by future researchers who want to 
use the results.  
Keeping this in mind, attempts were made to improve the transferability of the research by giving 
thick in-depth descriptions of population samples, methods and data collection techniques. In 
addition, dissemination through peer reviewed journal articles, professional newsletters, workshops 
and congress presentations allowed objective interpretation and comparison of findings, thus 
augmenting transferability.  
2.5.4 Confirmability  
Confirmability is the degree to which the results of the study are the product of the enquiry 
(Ebersöhn et al., 2010). This was affected by the application of ethical conduct in all aspects of the 
research and doing the research as a collaborative team. Literature was consulted as a prerequisite 
to actions. The research was guided through regular contact with and active involvement of the 
supervisors of the PhD study, who were from two different educational facilities (University of the 
Witwatersrand, South Africa and University of Sydney, Australia). The University of the 
Witwatersrand Ethics Board considered the research application and their guidelines were applied 
throughout. All VRTT members and others who came in contact with the research had independent 
access to the University’s Ethics Board, with contact persons and details provided. The ‘open to 
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scrutiny’ policy of action research was applied throughout, participant validation, experts critical 
appraisal and peer review were built into all aspects of the research.  
VRTT meetings, workshops and mentoring sessions were registered with the Health Professional 
Counsel of South Africa (HPCSA) as professional development sessions going through their formal 
application system for accreditation. All these activities passed the review process and received 
accreditation. Acknowledgement of the researchers pre-disposition was done throughout and 
dissemination of the outcome was planned in advance. 
2.6 Ethical considerations 
Action researchers face a complex dimension to ethical issues (Koshy et al., 2011). In this research, 
this complexity was fuelled by professional ethical and healthcare considerations. The research 
included professional therapist-therapist-, therapist-patient-, supervisor-student- and mentor-
mentee liaisons. In this regard, the ethical consideration of Winter and Munn-Giddings (2005), that 
the duty of patient care and protection from harm  overrides all other interests, respect for cultural 
diversity and for all individuals irrespective of their race, gender, age or pathology would be upheld 
and that individual dignity will be respected at all times were used as a gold standard throughout the 
research.  
This research was reviewed and cleared by the University of the Witwatersrand’s Human Research 
Ethics Committee (Medical) in August 2013 (see Appendix A. Ethic Clearance Certificate).  Action 
research has unique, often sticky, ethical issues (Zeni, 1998) because it is done in ‘real world’ 
circumstances, does not allow a predetermined design and requires multiple layers of participation  
(O' Brien, 2001).  To address this the researcher, assuming responsibility for all ethical aspects of this 
enquiry, applied the moral principles of respect and beneficence in all interpersonal relations and 
transparency, honesty and accountability in all practice. Once she was accepted by the group the 
researcher found her positionality to be helpful. As an older more experienced therapist who, as an 
outsider, had no vested interests in the context she had a certain value. Therapists used her as a 
sounding board for their frustrations and problems. Offering an objective perspective on occasion 
helped to restore working relationships and re-align professional commitments. On several 
occasions non-judgemental and sincere discussions generated the courage in clinicians to own up to 
deficient or incorrect practices. These core principles lay the foundation for credible and influential 
research (Rallis, 2015).   
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The research took place in Gauteng public healthcare facilities, during public healthcare therapists 
working hours. The required clearance and consent to use the information for this research was 
received for all meeting minutes, focus groups, semi-structured interviews, convergent interviews, 
questionnaires, surveys, profile tools, field notes, critical reflections and reflection reports and 
journaling, workshops, demonstrating practical vocational rehabilitation skills on therapists, students 
and healthcare users, group and one-on-one mentoring and students supervision.   
The Socratic method of critical questioning was employed throughout this enquiry as it resonated 
well with ALAR principles. Developing his philosophy within an Athenian democracy, Socrates 
showed that by asking the right question you allow the truth to emerge while both the questioner 
and the questioned further their understanding of the discussion matter (Mason, 1960).   
2.6.1 Informed consent and autonomy  
Participant information sheets were produced to give a clear and easily understandable description 
of the purpose and nature of the research. In addition, notes about action research were included as 
most occupational therapists have little or no knowledge or experience thereof. Examples of these 
are attached as Appendix A.    
Informed consent was signed by all VRTT members, workshop attendees, visiting experts and 
presenters, students and public healthcare users who were involved in the research.  Additional and 
more specified information sheets and consent forms were used for audiotaping of semi-structured 
interviews, photos taken, clinical work done by the researcher, mentors and critical friends.  Verbal 
consent was given and signed for by public healthcare users who agreed to convergent interviews 
with their occupational therapists. Additionally, regular reaffirmation of consent already given was 
done verbally and in the form of minute meetings with the VRTT. 
All consent forms were kept chronologically sorted and in a safe private facility to which no 
participant other than the researcher had access.  Autonomy of participants and facilities where the 
data were gathered was safeguarded.  All participation was done and consent given on a voluntary 
basis, without coercion, and the possibility of any kind of fear of penalty or repercussions for refusal 
or withdrawal of participation was eased.  All participants in this study were adults and compos 
mentis (of sound mind). 
2.6.2 Authentic Collaborations 
The quality of the collaborative research team, the alliance between the VRTT and the PhD 
researcher was considered important to the success of the research as a whole. The collaboration 
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had to benefit the community of insider participants, the actions had to hold contextual relevance 
for them and they had to feel ownership of all knowledge generated. It was believed to be important 
for the insider participants to feel they benefited, personally and professionally, from being part of a 
collaborative research team. To achieve this the researcher took time to teach them how to do 
action research, to involve them, on a voluntary basis, in the collection and analysing of data and the 
dissemination of generated knowledge.    
Consideration of the fact that power relations could have a negative impact on action research 
outcomes (du Toit & Wilkinson, 2010) were made. Feedback and transparency were applied to 
address possible concerns regarding power relations within the collaboration. The researcher made 
a point of avoiding condescending, patronising or pedantic behaviour. Regular journaling and 
reflections helped her to identify, apologise for and/or correct any such approaches that occurred. 
Such sensitivity and confessions were seen to set a positive tone in the group. In cases where clinical 
occupational therapists worked with public healthcare users, the therapist-patient relationship could 
also have been seen as a power relationship and this was taken into consideration.  
No remuneration was given or received other than the benefit of CPD points the occupational 
therapists received from the researcher for workshops, mentoring and meetings attended.  
 2.6.3 Dissemination of results 
All writing and dissemination of results were in collaboration with volunteer vocational rehabilitation 
task team (VRTT) members. Results were made available to VRTT members first, usually during a 
verbal, PowerPoint or written presentation at meetings. Collaborative decisions were made as to 
what to do with the data and then captured in meeting minutes. The decisions for dissemination 
were in the form of articles written for peer reviewed journals or an occupational therapy 
newsletter, to be shared with this research’s supervisors and presented at research days, 
workshops, congresses and in this thesis. 
In the case of co-authors and publications in journals, written permission was given for use in this 
thesis (see Appendix B. Copyright Clearance from WORK, SAJOT and FOCUS). 
2.6.4 Beneficence and doing no harm.  
In action research, the principle of beneficence requires that research be undertaken in the interest 
of the people involved and affected (Kemmis et al., 2014), which in this research were occupational 
therapists in public healthcare and the public healthcare users they were seeing. This was addressed 
by using the VRTT as the basis for all decisions made and actions undertaken and making it team 
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practice to openly discuss negative experiences, possible frictions, disagreements, rumours and 
misunderstandings.  
In action learning there are multiple elements of risk which need to be considered (Marsick & O' 
Neil, 2010).  Action learning takes place in actual work situations where a social laboratory is created 
and the outcome can never be fully prepared for. In addition, the change that takes place happens 
on a personal level generating insight, awareness of personal values and beliefs that could be 
alarming.  Some clinicians, especially those with limited clinical experience, could be distressed at 
having to take charge of their own learning and doing so within actual clinical practice settings 
where real time feedback occurs. This visibility is further enhanced when it happens within 
collaborative learning situations such as the VRTT.  AL brings about improved awareness of 
organisational strengths and weakness. Within a large employer, such as public healthcare, this 
could cause organisational discomfort resulting in negative feedback.  AL also involves taking the risk 
of making mistakes and the healthcare environment is notoriously unsupportive of mistakes. All 
these had to be considered as possible harmful elements. Creating awareness and insight with 
regular verbalisation and questioning addressed the issue.     
The researcher took cognisance of the potential harm related to the relational bonding that takes 
place during mentoring and four years of collaborative effort. At the end of each year she asked for 
time on the agenda at the VRTT meetings to report back on the progress and future plans of the PhD 
research, keeping participants up-to-date with the academic development of the project. The year 
before termination, participants were told there were only 12 months left, the researcher’s tasks 
had to be taken over and mentoring was on a needs only basis. The last year of the research applied 
the La Leche League principle of do not offer and do not refuse to wean her presence from the 
group.  
2.6.5 Bias 
The research was funded predominantly from the researcher’s private funds, assisted by a University 
of the Witwatersrand, Faculty Research Committee Individual Research Grant in 2013.  The 
collaborative research team aggregated funds from the registration fees paid by attendees to the 
annual vocational rehabilitation orientation workshop and this was used to reimburse the 
researcher for some of the costs she had incurred relating to the registration of continuing 
professional development (CPD) activities and the presentation of workshops. The researcher was 
also financially assisted by one of the supervisors who contributed towards the cost of writer-
retreats they attended together when writing co-authored scientific journal articles and paying the 
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registration fee for the researcher to present at the national Occupational Therapy Association of 
South Africa (OTASA) congress.    
2.7 Conclusion 
Maguire (2005) warns PhD students that action research is never a neat academic exercise with 
correct answers, but messy work done in relationship with other people. In addition, it is time 
consuming and often develops a life of its own that is hard to reconcile with the expectations of an 
academic institution.  In the same refrain, Marsick and O’Neil (2010) warn that action learning 
should not be entered into lightly as it is often a powerful and potentially frightening experience.  
After many years of involvement with ALAR, Zuber-Skerritt (2009) (p200) reached the conclusion 
that “evocative action is better than fear of failure; that taking risks and choosing high performance 
goals of significance over mediocrity or complacency is more rewarding and pleasurable than being 
too careful and hesitant”. 
With this insight the next four chapters will show how ALAR allowed an outsider access to a pre-
existing insider group and was used to transform a service and the clinicians who offered it, by 




Chapter Three: Observation Phase  
 “For as long as people have been interested in studying the social and natural world around them, 
observation has served as the bedrock source of human knowledge.” Patricia and Peter Adler (Adler 
& Adler, 1994) 
3.1 Introduction to the Observation Phase 
This chapter describes the observation phase of the research, where the question is asked: “What is 
happening in Gauteng public healthcare regarding occupational therapy’s vocational rehabilitation 
services?”  However, in action research, before observation or any other form of research can be 
done, a collaborative research team has to be formed. The quality of this collaboration will have a 
significant impact on the progress and outcome of the research (Dick, 2013b). The forming of this 
enquiry’s collaborative research team is discussed below. It illustrates how the researcher, who was 
an outsider, integrated herself into a pre-existing insider group, the Vocational Rehabilitation Task 
Team (VRTT) to form a collaborative research team. The remainder of the chapter is dedicated to the 
observation phase. Figure 3.1 presents the entire study, with the highlighted sections indicating the 
position of this chapter on integration and observation.  
 




3.2 Integration into the VRTT and forming a collaborative research 
team 
Prior to the involvement of this research, there had been acknowledgment that the vocational 
rehabilitation services of occupational therapists in Gauteng’s public healthcare were problematic 
and consequently, the vocational rehabilitation task team (VRTT) was formed. At the time the 
researcher joined this group, they had created a vocational rehabilitation-screening tool and offered 
an annual vocational rehabilitation orientation workshop. To this pre-existing task team, and their 
efforts to address vocational rehabilitation problems, this research offered the ideals of a 
collaborative team approach, action learning and the methodology of action research, should they 
accept the researcher as a team member.  
Referring to the integration phase, Dick mentions that entry and contracting are crucial in an 
effective action research project (2013b). Zuber-Skerritt (2009) elaborates on this by saying the most 
problematic issue for an outsider researcher is to ensure that insiders take ownership of the 
research problem. If this is not achieved, she warns, insiders may only pay lip service to the research 
and not really be committed to taking action and achieving transformation. Taking heed of this 
advice, the researcher scrupulously attended to the process of integration into the VRTT and the 
formation of a collaborative research team.  
The integration process was advantaged by the fact that in South Africa, the occupational therapy 
fraternity is a small one and most occupational therapists are known to each other. Another 
opportunistic situation was that at the time of this research, the head office management of 
Gauteng Rehabilitation Services were predominantly represented by occupational therapists and the 
Deputy Head of Gauteng’s Rehabilitation was the chair of the VRTT. This advantaged the initiation of 
the research project as regional management and the researcher shared common views and ideals 
for the development of vocational rehabilitation services within the province. Gauteng’s head office 
management remained supportive of the research throughout the research tenure and assisted with 
official clearance processes and the integration into the VRTT. Throughout the enquiry, an open-
door policy between the researcher and Gauteng head office management was maintained, which 
proved to be of mutual benefit to both the researcher, head office management and the momentum 
of the research project.  
Dick describes how action research is an emergent process that gradually develops as understanding 
grows (2013b) and the researcher anticipated the same would apply to the formation of a  
collaborative research team. Whilst waiting official clearance for the research, the researcher 
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attended the VRTT meetings as a guest of the VRTT’s chair, which allowed her to act as an observer 
familiarising herself with members and proceedings. This also allowed VRTT members gradual and 
non-threatening exposure to the researcher, reducing possible intimidation that could be caused by 
the researcher’s reputation as an expert in the field of vocational rehabilitation. 
Two constraints were found to affect the integration of the researcher into the group and had to be 
overcome. One was the researcher’s preconceived assumptions about public healthcare as much 
had changed since she worked in this environment 20 years ago and working in public healthcare 
was different to working in private practice. The other constraint was the researcher’s positionality 
as a private practitioner and her good relations with head office management, as discussed above. It 
took some time for the VRTT members to overcome their unspoken concern that the researcher 
would judge and/or check up on them.  
Some features that helped with acceptance and authentic integration of the researcher into the 
group warrant highlighting. One such feature was the bonding initiated by the researcher. She was 
candid about her initial assumptions of public healthcare and verbalised her changed insights. Her 
interest and positive acknowledgement of the VRTT’s efforts in addressing their vocational 
rehabilitation practice problems prior to her joining them was also seen to be appreciated. The 
researcher purposefully applied her knowledge and experience of interpersonal social skills and 
Dick’s suggested strategies for entry and contracting (2013b). Examples of these were an authentic 
self-presentation, having an unassuming presence in the group and unprejudiced acceptance of all 
group members. Another beneficial integration feature was the VRTT chairman’s sanctioning of the 
researcher’s presence and the research and the extent to which he went out of his way to support 
all research efforts. Of his own volition, he accompanied the researcher on visits to the four central 
hospitals, orientated her to the hospitals, occupational therapy departments, work units and work 
samples and introduced her to the heads of departments and therapists he knew were interested in 
vocational rehabilitation. However the most effective integration action was when the group started 
working together.  
After the successful conclusion of the first action learning action research (ALAR) cycle, the 
collaborative research team of the researcher and the VRTT was consolidated. This first ALAR cycle 
was initiated during a visit to a central hospital where there were no vocational rehabilitation 
services. The head of department asked advice on how to start a work unit. The researcher started 
an action cycle with the VRTT, showing them how action research worked, allowing action learning 
to take place and publishing the generated knowledge in the Occupational Therapy Association of 
South Africa’s newsletter, the FOCUS. When the article appeared members experienced real time 
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positive feedback from various sources.  A task team, from the Office of the Deputy President of 
South Africa, became aware of the article and visited the VRTT to discuss vocational rehabilitation 
services. This article is still in use, often requested and sent to anyone who approaches the VRTT 
asking for advice on how to start a work unit.  
Once VRTT members had experienced ALAR they became interested in using it to address their 
vocational rehabilitation practice problems.  
3.3 Observation in action learning action research 
Observation is commonly reported as one of the cyclical elements that characterises action 
research; it is also an important component of action learning action research (ALAR), as it informs 
the planning and reflection of learning and action. For the research aspect of this enquiry, scientific 
observation, which requires a transparent purpose with systematic planned observations aimed at 
understanding a specific phenomenon (Stein et al., 2013), had to be taken into consideration. The 
challenge came when trying to combine objective scientific observation with the collaborative 
characteristics of action learning action research (ALAR), especially when the collaboration is an 
insider-outsider collective.  
Within action research projects two types of observation are commonly referred to, participant 
observation and non-participant observation (Koshy et al., 2011), and both types were used in this 
enquiry. Johnson’s (2012) suggestion was also taken into consideration, that in an action research 
study, the systematic collection of two to four sources of information will keep the research focused 
while allowing for enough data to ensure the truth value of  conclusions.  
In order to transform their services, the status of occupational therapists vocational rehabilitation 
practice in Gauteng had to be reviewed. Observation of practice can be threatening and in the 
context of this enquiry, there was a history of judgemental accusations within the fraternity about 
the status of occupational therapy’s vocational rehabilitation in Gauteng. ALAR would be a unique 
approach and the researcher persuaded the VRTT to launch an observational phase for this aim.    
Three observational approaches were used in this phase: the Vocational Rehabilitation Practice 
Profile tool (VRPP tool), semi-structured interviews with occupational therapists managing and 
offering vocational rehabilitation services, and public healthcare users were engaged in convergent 
interviews. This provided multiple and varied sources of information allowing the observational 
phase to come to a trustworthy conclusion of what is happening in occupational therapists 
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vocational rehabilitation services in Gauteng public healthcare. In addition, the observation phase 
allowed multiple levels of action learning to take place and it strengthened the collaborative bond of 
the VRTT. 
3.4 Overview of Tools and Processes used in the Observation Phase 
Tools used to gather observation data in this phase were VRTT meeting minutes supported by the 
researcher’s meeting summaries, individual and collaborative reflections, journaling and field notes, 
formal and informal interviews in the form of one-on-one interviews, semi-structured interviews, 
convergent interviews and a vocational rehabilitation practice profile tool (VRPPT).  
Using ALAR principles, the Vocational Rehabilitation Practice Profile tool (VRPPT) was designed and 
developed to meet the need for a systematic, comprehensive observation tool, which clinicians 
could use to observe and reflect on the status of their vocational rehabilitation practices. To date the 
VRPPT continues to be in use within Gauteng public healthcare, in the form of a user manual with an 
introductory section, a structure, process and outcome section (Appendix D: The VRPP Tool user 
manual). The tool consists of open and closed ended questions, nominal and ordinal scales, personal 
opinion statements and reflective essaying. The development of the VRPPT was written up, peer-
reviewed and published in the South African Journal of Occupational Therapy (van Biljon et al., 
2015b) and the process and findings discussed below. 
It was decided to use semi-structured interviews to gauge the opinion of clinical occupational 
therapists and their heads of department as this type of interviewing is particularly useful when 
exploring sensitive and personal issues (Greef, 2012), as are the observation of clinical occupational 
therapy services offered. Most occupational therapists, in clinical as well as academic settings, are 
familiar with this type of interviewing, due to its frequent use as a data collection tool in the 
profession, as it allows for rapport building and detailed in-depth understanding of variables of 
interest (Kielhofner, 2006). In addition, the interviews in this enquiry were to be held at four 
different hospital’s occupational therapy departments. The flexibility offered by this type of 
interviewing was necessary to enable the researcher to adapt the interview situation to meet the 
uniqueness of each interview context. Discussed below is the process that was followed and 
resultant findings. 
The VRTT identified the exploration of healthcare users views of occupational therapy’s vocational 
rehabilitation services to be a potentially problematic source of information to attain and research 
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supported this opinion (Durieux et al., 2004). They decided to use a form of interviewing endorsed 
by action research experts - convergent interviewing (Dick, 2012). Using ALAR principles, convergent 
interviews were conducted with public healthcare users. The observational experience and results, 
described below, were disseminated in the form of a peer reviewed journal article to enrich the 
dissemination of the generated knowledge and broaden the AL experience. 
 
 3.5 Findings of the Observation Phase 
Findings for each of the observation approaches are described and presented accordingly: The status 
of vocational rehabilitation services in Gauteng’s four tertiary public healthcare hospitals, the views 
of occupational therapy clinicians, their Heads of Department (HoD) and healthcare users on the 
vocational rehabilitation services offered. 
 
3.5.1 The status of vocational rehabilitation services in Gauteng’s four 
tertiary public healthcare hospitals 
The journal article inserted below reported on the development of the VRPPT (van Biljon et al., 
2015b). The aim of the publication was to promote the ALAR process and address transferability and 




























The development of the VRPPT, in 2013, took place in Gauteng’s four tertiary public healthcare 
hospitals and as part of the development process profiles were developed of the vocational 
rehabilitation services offered there. These profiles showed a structure ranking range with Hospital 
A being the best equipped, followed by Hospital C, then Hospital B, with Hospital D not having any 
form of vocational rehabilitation structure.  The services offered could also be ranked, with only 
Hospital B offering comprehensive vocational rehabilitation, whilst Hospitals A, C and D offered only 
screening and occasional assessment services. The outcome profiles indicated therapists were not 
involved in research or publication based on their vocational rehabilitation practice, despite being 
linked to academic institutions, and that only Hospital B was involved, to a minimal extent, in 
student training.  
 
3.5.2 The views of Gauteng’s public healthcare clinicians and their Heads of 
Department on the vocational rehabilitation services they offered  
The views of clinicians and heads of departments (HoD) of their vocational rehabilitation services are 
the only observational approach not available in journal article format. It is presented in a typical 
action research cycle process with results, discussion and conclusion included within the cycle 
stages. The first stage was the collaborative buy-in stage, followed by the planning of the process, 
the action stage shows the gathering and analysis of the results, the reflection stage is the discussion 
of the results and concludes this observational approach. 
3.5.2.1 The collaborative buy-in   
Using semi-structured interviews to gather the views of public healthcare clinicians and their HoDs 
was discussed with the Vocational Rehabilitation Task Team (VRTT), who sanctioned the concept. It 
was decided to conduct the interviews at the four tertiary public healthcare hospitals in Gauteng, as 
this was where the most vocational rehabilitation tests and equipment were and these were the 
main points of referral for all vocational rehabilitation services. These hospitals are henceforth 
indicated as Hospital A, B, C and D. 
The researcher extended an invitation to the VRTT to become part of the data gathering and 
analysing for this observational approach. This was declined by all members as they felt 
uncomfortable interviewing their peers about clinical services. The researcher was requested to 
gather the data as an independent representative of the VRTT and she conceded. The researcher 
then contacted the heads of department, explained the reason, aim and outcome of the semi-
structured interviews and made mutually acceptable appointments. 
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3.5.2.2 Planning of the semi-structured interviews  
The researcher planned the content of the semi-structured interviews. The nature of the approach 
was to be inductive, allowing any form of information to emerge unrestricted and limiting researcher 
bias as far as possible (Stein et al., 2013). The interviews were planned using  the question design 
strategy discussed by Dick (2013a);  ‘What’ and ‘why’ questions were focused on. ‘What’ questions 
covered the situation, consequence and intended actions and from ‘why’ questions emerged the 
assumptions, and a combination of open-ended and probing questions were decided on. Two 
framing questions were formulated and multiple options of probing questions were prepared for 
possible use.  
The interviews were audio recorded and the necessary ethical procedures planned. An email, sent to 
interviewees 48 hours before the interview, contained the following: a reminder of the semi-
structured interview appointment, general information of the PhD study, a consent form addressing 
the research and the audio recording for participants to consider and sign, the aim of the interviews, 
what would be done with the interview content and who would have access to the interview results, 
the two framing questions were also given for them to consider and prepare their thoughts for the 
interview. 
3.5.2.3 Actions and results of the semi-structured interviews   
Cognisant of the fact she was an outsider investigating insider practice performance, the researcher 
made efforts to keep the interviews as non-threatening as possible. The interviews were 
purposefully held in the interviewee’s places of work. The audio recorder was demonstrated to the 
participants, who were shown how to switch it off and given permission to do so at any stage during 
the interview should they feel it necessary. The recorder was then placed out of view, to prevent 
unnerving the interviewees, but within reach. With the exception of Hospital C, where the 
interviewee was felt to be evasive and apprehensive throughout the interview, all interviewees 
seemed at ease during the interviews and comfortable with the audio equipment.  
Participants in the interviews ranged from three, at Hospitals B and D, to one at Hospital C. The HoD 
was a participant in all the interviews. At Hospital C, the four therapists who were reported to be 
involved with vocational rehabilitation services at this hospital had all taken leave, despite prior 
knowledge of the interview, which was only discovered when the researcher arrived for the 
interview. The time spent in the interviews ranged from 12 minutes at Hospital C to 60 minutes at 
Hospital A.  
All interviews were conducted in English. The interview began with a confirmation of the aim of the 
interview and the first framing question. Conversation was allowed to flow freely with occasional 
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probing questions for depth or focus of content. Participant validation was used throughout in the 
form of a questioning statement, for example, “So you are saying …” The interviews were concluded 
when repetition of previous ideas or statements began to occur, or the interviewees indicated they 
had nothing more to say.  
All interviewees acknowledged their vocational rehabilitation services were inadequate. 
Predominantly they were all doing screening and assessments and only Hospital B offered a form of 
intervention. With the exception of Hospital D, they all reported having adequate equipment and 
other resources to do vocational rehabilitation. They all felt conducting research, supervising 
students and publishing was not a priority and several statements indicated problematic relations 
with academic institutions with which they were affiliated.  
“We do only assessment and screening and then nothing else is possible. We do not have time or the 
knowhow for students and so on.” 
With the exception of Hospital B, they all asked for assistance to improve their vocational 
rehabilitation services. 
The interview at Hospital A, who was the best equipped of all the hospitals, showed two concerning 
discussions, one of which was calculated avoidance of vocational rehabilitation work: 
“We cannot let them know we do this work (vocational rehabilitation). We will be overrun.” 
Several statements were indicative of burnout:  
“My hands are tied.” “I am fighting a losing battle.” 
In all interviews, staffing for vocational rehabilitation was indicated as an ongoing problem. Finding 
clinical occupational therapists who were interested and willing to do vocational rehabilitation and 
had adequate skills and experience was one problem, keeping clinicians once they acquired the 
necessary vocational skills was another. At Hospital A, a staffing conundrum was voiced: 
 “I need more therapists to do voc (vocational rehabilitation) but I have to show the stats (statistics) 
to get posts and I cannot show this because we cannot do the work.” 
None of the hospitals had goals for their vocational rehabilitation services.  
“We do not have goals (laughter) we do what we have to get through every day’s work load.” 
In all the interviews, the interviewees asked the researcher for her opinion on various vocational 
rehabilitation related matters. The questions and discussions ranged from specific to their 
departments to more general questions about vocational rehabilitation.  
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“Who can do vocational rehabilitation? Is it not a very specialised practice and normal occupational 
therapist cannot do it? Like you need a diploma or something to be able to do it and then you have to 
go to court all the time?” 
3.5.2.4 Reflection and discussion of the semi-structured interview results 
Immediately after each semi-structured interview the researcher spent time reflecting on the 
experience. Reflections were journaled and used to improve the researcher’s skill as an interviewer 
and to enrich the discussion of the results. The audio recordings of the interviews were transcribed 
by the researcher and analysis done.  
The researcher felt the different hospitals response and participation in the semi-structured 
interviews was in itself an indicator of the status of vocational rehabilitation at that hospital. With 
the exception of Hospitals A and B, no clinicians experienced in doing vocational rehabilitation were 
present at the interviews. The researcher felt the absence of such therapists in the interview at 
Hospital C could be indicative of avoidance or lack of interest, all of which would have negative 
impact on vocational rehabilitation services within a department. The short interview at Hospital C 
was due to lack of vocational rehabilitation knowledge and substance. The short interview at 
Hospital D was due to the absence of a work unit, vocational rehabilitation tools and equipment and 
the restrictions this placed on them. 
With the exception of Hospital D, all the hospitals had adequate equipment and space to offer 
comprehensive vocational rehabilitation services. Staffing was the greatest problem as none had 
therapists designated to do only vocational rehabilitation. Only two hospitals had therapists who 
had vocational rehabilitation experience and both of these had to do managerial and clinical work in 
addition to vocational rehabilitation. They all had close links with academic institutions that were 
training occupational therapists, but there were collaboration problems.  
The questions asked by the interviewees of the researcher indicated a general lack of knowledge and 
misinformation about vocational rehabilitation. There were also no standardised vocational 
rehabilitation goals or approaches to the service.   
3.5.3 Public healthcare users’ observations of vocational rehabilitation  
The collaborative research team now had profiles of the vocational rehabilitation services offered in 
Gauteng and interviews had been conducted with clinicians offering vocational rehabilitation. The 
most important observation of a healthcare service, that of the users of the service (Donabedian, 






































3.6 Discussion of the Observation Phase 
Various barriers to the formation of an effective collaborative transformation and research team 
were overcome when Vocational Rehabilitation Task Team (VRTT) members became involved in 
ALAR cycles. Once a collaborative research team was formed, the question of what vocational 
rehabilitation services occupational therapists were currently offering in Gauteng’s public healthcare 
was identified and approaches to attend to this problem defined. 
The VRTT used three observation approaches to investigate the question. Complying with action 
learning action research (ALAR) principles, they developed a tool that would allow clinicians to 
observe, systematically, their own vocational rehabilitation practices and they explored the views of 
clinicians and healthcare users of these services. Within the observation processes, participants 
learnt tool development and systematic practice profiling skills; they acquired convergent 
interviewing skills, critical reflection and publication skills and were involved in the analysis, 
reflection and dissemination of the observational findings. This brought about the core values of 
ALAR, as described by Zuber-Skerritt (2015), collaboration, synergy, openness, trust, honesty, 
flexibility and mutual respect. The enrichment of action learning and the methodical action research 
approach brought a positive contribution to the observation phase, despite the potential of strain 
and harm associated with observation of personal professional practice.  
The results from the three observation approaches showed occupational therapists in Gauteng were 
not meeting the work needs of public healthcare users. Awareness of the services was limited and in 
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the case of one hospital, the creating of awareness was seen as a threat. The skills and confidences 
of clinical occupational therapists to do vocational rehabilitation were seen as a problem, which was 
further complicated by a high staff turnover. Healthcare user statistics were low. Clinical supervision 
of students in vocational rehabilitation was only operational at one of the four academic hospitals. 
There was no involvement in research or publication and there was no scientific evidence that 
occupational therapists in public healthcare in Gauteng were involved in vocational rehabilitation. 
None of the hospitals had guidelines or goals for their vocational rehabilitation services.  
All the hospitals indicated problems with their vocational rehabilitation services. One hospital felt 
they were doing the best they could, were satisfied with their vocational rehabilitation efforts and 
did not need transformational assistance. The other hospitals all indicated they required assistance 
to address their vocational rehabilitation. With the exception of one hospital, they all had adequate 
equipment and resources to offer comprehensive vocational rehabilitation services, however only 
screening and assessment of ability to work were being done at all the hospitals. One hospital did a 
form of intervention, but nothing was undertaken at the others. There was no prevention, 
placement or follow up services offered. 
In addition to information of vocational rehabilitation practices, the observation also brought to light 
several unforeseen problems in Gauteng’s public healthcare. One problem was the widespread 
confusion and contradictory opinions about what vocational rehabilitation entails, what the role of 
clinicians in public healthcare is within the field and how it fits into the different levels of service 
delivery offered in Gauteng’s public healthcare. There was no framework or guidelines for the 
implementation of vocational rehabilitation services, at all available levels of care in Gauteng, which 
informed clinical staff.  
It was obvious the levels of vocational rehabilitation skills, knowledge and confidence differed 
significantly between clinicians and was directly related to the academic institutions in which they 
were trained. In addition, where it applies to vocational rehabilitation, there were breaches in 
communication and cooperation between clinicians in public healthcare, clinicians in private 
healthcare and academic occupational therapists. All these could be contributing to the problematic 
status of vocational rehabilitation services in Gauteng and need further investigation and 
consideration. 
In the light of such evidence it was vital for the researcher and the VRTT to uphold the Ubuntu spirt 
by not igniting a judgemental and blaming atmosphere. Hiding or ignoring the evidence or explain it 
away was also a form of avoidance that had no restorative prospective. The research group found 
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the collaborative strength of ALAR beneficial. Choosing to standing together as a collaborative unit in 
the face of negative evidence encouraged even the most inexperienced and diffident clinician that 
the problems were not insurmountable and that transformation was possible.   
3.7 Conclusion to the Observation Phase 
This chapter described the observation phase of the enquiry as well as the important aspect of 
integration of the researcher into the research setting. The outcome of this observation phase 
explored the views of the most important participants of a healthcare service, that of the users and 
the providers of the services. Combining this with a systematic profile of the service, offers a 
comprehensive observation of the status of the vocational rehabilitation services that occupational 
therapists offer in Gauteng’s public healthcare.  
The observation phase provided evidence to inform and direct future transformational efforts. It was 
realised that planning of such transformation had to take place on a clinical level, but there was also 
a need for a framework and guidelines, which would inform occupational therapists what vocational 
rehabilitation they needed to offer at the various levels of service delivery in Gauteng. The action 
learning elements in the observational approaches enriched participants, leaving them motivated to 
address future problems using the ALAR methodology.  
This chapter discussed the integration of the researcher, an outsider, into a pre-existing insider 
group and how a collaborative research group was formed, which observed the vocational 
rehabilitation services offered in Gauteng. Chapter Four describes the logical successor to the 
observation phase, planning. However the reader must note that while integration and observation, 
as discussed in this chapter, were taking place, the collaborative research group called for ALAR 
cycles addressing clinical practice problems to start. These actions were part of the action phase of 
the research that was planned to happen after the observation and planning phases. In keeping with 
the ALAR ethos, this enthusiasm to take action was not curbed. The result was what is often 
described in action research literature as messiness (Townsend, 2013) when alluding to the 
processes of action research. The action phase ran concurrently with the observation and planning 
phases of this enquiry, as is shown in the timeline presented as Table 2.1 in Chapter Two. In this 
thesis account of the research, is the planned order of observation (discussed in this chapter), 




Chapter Four: Planning Phase 
 “A shared vision is like a beacon on a hill. It can be very useful for all to keep moving in the same 
appropriate direction.” Bob Dick (Dick, 2013a) 
4.1 Introduction to the Planning Phase 
This chapter describes the planning phase where the question is asked: “What should be happening 
in Gauteng’s public healthcare regarding occupational therapy’s vocational rehabilitation services?” 
The preceding observational phase brought to light that there was no framework or guidelines of 
what vocational rehabilitation services occupational therapists should be offering at the different 
levels of service delivery in public healthcare. The decision was made by the enquiry’s collaborative 
research group, the Vocational Rehabilitation Task Team (VRTT), to address this problem. The 
creation of such a framework brought into motion the planning phase of the research. Figure 4.1 
presents the entire study, with the highlighted sections indicating the position of this chapter on 
planning.  
 
Figure 4.1: Diagrammatic presentation of the research process positioning the planning phase 
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To plan a framework, within which the vocational rehabilitation services that were being 
transformed could be positioned, two approaches were taken - a literature review and an opinion 
survey. The literature review was done to assist with the planning of the framework, informing the 
VRTT what vocational rehabilitation occupational therapists were doing and where, globally. The 
second approach was an opinion survey, asking clinical, academic and expert occupational therapists 
what vocational rehabilitation services they felt occupational therapy clinicians should be offering at 
the various levels of Gauteng’s public healthcare.  
This planning of a framework, within which transformational action could be positioned, was 
however not the only type of planning that occurred in this enquiry. Donabedian (2003) indicates 
the concept of quality healthcare needs to be monitored and measured against a standard. Having a 
practice standard, adjustment can be made and quality can be assured.  It is important for 
occupational therapists to have a standard for their vocational rehabilitation practices so they can 
meet the needs and expectations of public healthcare users, the multi-professional healthcare team, 
governments and other stakeholders. This implied multi-layered planning at managerial level, which 
was what the creating of a framework and guidelines implied but also at clinical levels. 
The planning of a framework that would position the practice of vocational rehabilitation within 
Gauteng’s public healthcare is shown in this planning phase, but clinical planning was seen 
throughout the enquiry. Clinical planning took place within specific action cycles that addressed 
identified practice problems and is seen predominantly in the action phase that follows this planning 
phase. Having a framework that would inform occupational therapists what vocational rehabilitation 
they should be offering at the different levels of service was felt to be important for the 
sustainability of transformational actions, as it affected the distribution and co-ordination of services 
and resources as well as the referral of healthcare users.  
Additional planning in this research was to ensure the incorporation of action learning and action 
research (ALAR) principles. In action learning (AL), participation in action and concrete experience is 
necessary for learning to take place (Zuber-Skerritt, 2009), which required planning of future actions, 
and action research (AR) required that planning had to be done collectively (Koshy et al., 2011). 
4.2 Overview of Tools and Process used in the Planning Phase 
The tools and processes used in this phase, for the planning of a framework were meeting minutes 
supported by the researcher’s meeting summaries, individual and collaborative reflections, 
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journaling and field notes and formal and informal interviews in the form of one-on-one interviews. 
The two planning approaches aimed at creating a framework were a literature review and an 
opinion survey with collective reflections of the approaches. 
Trained in evidence based practice, it was a natural first choice for the VRTT to decide to turn to 
available literature for the answer to the planning phase question. They commissioned the 
researcher and the chair of the VRTT to consult the literature and inform them of available policy 
and scientific evidence which could help with the planning of a strategy for vocational rehabilitation 
at the various public healthcare levels in Gauteng. 
A literature review team was formed, which consisted of the two supervisors of this enquiry, the 
chair of the VRTT and the researcher, and they planned the search. A week long writers retreat, at 
the University of the Witwatersrand, was identified and used to do the literature review. The team 
reflected on the results and the researcher made the written account into a dissemination summary. 
Enriched and motivated by this action learning experience, the researcher felt the need to acquire 
more knowledge and experience on literature searching and attended a Joanna Briggs (2013) 
training course. As an assignment of the course, she repeated the search. The results of the first and 
second review were compared, shortened and summarised into a format that could be verbally 
presented to members at the next VRTT meeting.  
The second planning approach was an opinion survey. The democratic foundation of an opinion 
survey suited the ALAR ethos and the VRTT decided to ask concerned occupational therapists their 
opinion of where to position vocational rehabilitation services. This opinion would help to inform the 
planning of a framework within which vocational rehabilitation could be practiced. To enhance 
learning opportunities for the collaborative research team the opinion survey’s process and results 
were disseminated in the format of a peer reviewed journal publication. The article was published in 
the South African Journal of Occupational Therapy (SAJOT) and is presented below as 4.3.3.  
4.3 Findings of the Planning Phase 
Findings of the two planning approaches, the literature review and the opinion survey are given 
below. After each planning approach, the collaborative reflections of the results are shown as these 




4.3.1  Reviewing the literature 
The summarised literature review and its results, as presented to the VRTT members, are presented 
below. 
 
Positioning Occupational Therapy’s Vocational 
Rehabilitation Services in Gauteng’s Public Healthcare: A 
Literature Review. 
1.  Background for the Literature Review 
Since 1994 a constitutional, legal and policy framework that guarantees the right of access 
to health care to all persons in South Africa, had come into being, but difficulties lay in its 
implementation (Republic of South Africa, 2011).  Twenty years later public healthcare in 
Gauteng still reflect inequality of resource distribution, staff strain and inadequate service 
(Dube, 2005) and the same applies to occupational therapy’s vocational rehabilitation 
services. Schoeman (2009) notes that a lack of scientific evidence and the absence of a 
culture of evidence-based policy-making in the disability sector was the precursor for policy 
neglect and inadequate service delivery outcomes. An action research team, aiming to 
address the vocational rehabilitation practice problems that occupational therapists had in 
Gauteng’s public healthcare, decided to launch a literature review to look for scientific 
evidence to inform them during the planning stage of their transformation. The objective of 
this literature review was to look for evidence that will inform and advise on:    
• The effective synthesis of operational structures and distribution of vocational 
rehabilitation resources within Gauteng’s public healthcare (The structure within which the 
service is rendered).  
• The vocational rehabilitation services occupational therapists should be rendering at 
the different levels of service delivery in Gauteng’s public healthcare (The process and 
practice of the service). 
• The results that could be expected from an effective vocational rehabilitation service 




Vocational rehabilitation is a multi-professional service provided to individuals of working age 
with health-related impairments, limitations or restriction within work functioning. Vocational 
rehabilitations’ primary aim is to optimise work participation in spite of illness or activity 
limitations (Escorpizo, 2011). The occupational therapy profession has a significant role to 
play within the multi-disciplinary team (Buys, 2015, Buys, 2006).  
 
2. Process of the Literature Review 
The following review process was followed: a review question, aims and objectives were 
formulated, data were collected, evaluated and analysed. The results were reflected on and 
discussed by the collaborative research team. 
 
2.1 The review question, aims and objectives of the literature review 
The question: What is occupational therapy’s role regarding vocational rehabilitation at all 
levels of service delivery in Gauteng’s public healthcare? 
The aim: To review relevant policy documents and literature to create a framework that 
would position the services of vocational rehabilitation as rendered by occupational 
therapists in public healthcare.  
The objectives: To describe the vocational rehabilitation services that an occupational 
therapist must be able to render within specific levels of public healthcare in a practical and 
accessible format.  
To promote informed transformation, intervention, resource distribution, staff placement, 
training and client referral 
 
2.2 Data collection for the literature review 
Data were evaluated for collection. Inclusion and exclusion criteria were agreed upon and a 
search strategy was planned. Collected data were screened and selected. Two levels of the 
collected data were identified; South African policy documents were one and were called first 




2.2.1 First level data - South African policy documents  
The following search strategy was embarked on and the evidence gathered is illustrated. 
Thirty sources of level one data were collected. 
Governmental and related associations libraries and websites were searched for protocols, 
strategies, policies, laws, reports, guidelines, strategic frameworks relevant to the review 
question. Thirteen documents were found. (Vocational Rehabilitation Task Team, 2013, 
Office on the Status of Disabled Persons, 2008, Republic of South Africa, 2009, Republic of 
South Africa, 2012, Republic of South Africa, 2013b, Republic of South Africa, 2003, 
Republic of South Africa, 1998, Republic of South Africa, 1995, Republic of South Africa, 
1993, Government, 2000, Government, 2010, DPSA, 2010b, DPSA, 2010a, Republic of 
South Africa, 1996, Republic of South Africa, 2013a) 
The Assistant Director of Therapeutic and Medical Support Services in Gauteng Health 
Department sent an official request to designated persons (N=23) in the nine provinces of 
South Africa, requesting any policy documents regarding occupational therapy's vocational 
rehabilitation services. A due date for response was given and email reminders were sent 
out two days before the due date. Four of the 23 responded. Three had relevant 
documentation and one reported there was no such documentation/policy available. 
The Occupational Therapy Association of South Africa (OTASA) was approached with a 
similar request. Response indicated that OTASA is in the process of developing position 
statements on various occupational therapy services. A draft document existed and sent to 
the team accordingly.  The only other policy document was on the role of the occupational 
therapists in protective workshops from February 1988, which was also sent (Unknown, 
1988, Unknown, 2012).    
A chance meeting with a team heading a directive from the Deputy President of South Africa 
to set up vocational rehabilitation centres for injured miners in four provinces brought to light 
a report which contained relevant information and which was also included (Abrahams, 
2013).  
2.2.2 Second level data - scientific literature 
The following search strategy was embarked upon and the gathered evidence is illustrated. 
One hundred and eighty two sources of level two data were collected.  
The following keywords were used randomly and with different Boolean operators: 
occupational therap$, vocational rehabilitation, work rehabilitation, public healthcare. The 
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following search engines and databases were used: Medline, CINAHL, Africa Wide, 
OTseeker, EBSCO, Google Scholar. Hand searching of the references in journal articles 
found was also done. 
The date restriction was the period 1994 to December 2013, as we were looking for data that 
coincided with South Africa’s democracy and new legislative era.  
Reasons for exclusion of well-known articles: The date restriction ruled out articles still being 
used extensively in support and validation of the occupational therapists role in vocational 
rehabilitation and for training of postgraduate vocational rehab courses OT’s (Velozo, 1993, 
van Biljon, 1994, Farrell, 1993, Rybski, 1992, Matheson et al., 1985, Bell, 1986, Mitchell et 
al., 1989, Stockdell & Crawford, 1992, Naik & van Biljon, 1991). These are, however, 20 
years old and South African occupational therapists have not produced new and updated 
evidence in support of their role and work in vocational rehabilitation to replace them.  
 
2.3 Data analysis for the literature review 
Data analysis and results: The selected literature was read, relevant data extracted, sorted 
into themes and synthesised. The articles, policies and documents that were chosen for data 
analysis, synthesis and extraction had been read three times, to select them, critically 
appraise them, extract data and check the outcome of the review’s conclusion against them. 
1st Level South African policy documentation: All 30 documents gathered were read. Three 
of them replicated information from the same source (Coetzee et al., 2008) and 17 made no 
mention of occupational therapy or vocational rehabilitation, but generically addressed the 
legal and constitutional rights of persons with disabilities. These were all excluded. Of the 
nine remaining documents, only three met the inclusion criteria (Coetzee et al., 2008, 
Rabothata, 2011, State, Undated) and were included. Seven other documents were included 
(DPSA, 2010a, DPSA, 2010b, Government, 2010, Office on the Status of Disabled Persons, 
2008, Republic of South Africa, 2012, Government, 2000, Republic of South Africa, 2013a) 
and even though they did not mention occupational therapy, their content has an impact in 
the manner in which we plan, design, finance, implement and monitor services or 
programmes in public healthcare.  
2nd level scientific literature documentation: All 182 documents were scan read. Twenty five 
duplicates were removed; 157 abstracts were screened, 18 excluded, mostly because they 
were not specific to occupational therapy; 126 full texts were collected and read; 59 were 
excluded as they were not directly related to service but addressed students or therapists 
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needs; 67 documents were felt to address the review question and were kept for re-reading 
and data extraction.   
 
3. Results and discussion of the literature review 
1st level SA policy documentation: Of the three documents that met the inclusion criteria, the 
most noteworthy was the Western Cape’s provincial strategy for work assessment (Coetzee 
et al., 2008). It held information directly relevant to the review question and its content was 
supported by an international presentation (Coetzee, 2008) and a journal article (Coetzee, 
2011). The Gauteng document (Rabothata, 2011) addresses the status of occupational 
therapy’s vocational rehabilitation services in Gauteng and proposes a plan to address the 
shortfalls. The Free State (State, Undated) document describes the protocol of a public 
healthcare work unit. All documents address occupational therapy vocational rehabilitation 
services and skills. Only two place them within the various levels of healthcare (and in the 
case of the Western Cape document also in the Department of Education, Labour and Social 
Development) and skills. The Western Cape document offers a breakdown of work unit 
activities and requirements, staffing requirements, space requirements, equipment and 
consumables and the population serviced.  
The seven other documents also included broadly facilitate the rights and equality of persons 
with disabilities in keeping with our constitution and all mention work or employment matters; 
none mentioned occupational therapy. The National Development Plan Vision of 2030 
resonates well with occupational therapy efforts in vocational rehabilitation: “Due to various 
barriers, many people with disabilities are not able to develop to their full potential. They are 
often viewed as being unproductive and a burden, but this need not be the case. For most 
adults, work is a fundamental component of life, which confers status and economic security 
and opens up social networks. The most notable barriers to people with disabilities 
accessing work are: physical barriers, information barriers, communication barriers and 
attitudinal barriers”(page 10) (Republic of South Africa, 2013a). 
It must be noted that the National Rehabilitation Policy (Government, 2000) and other 
prominent documents (Coetzee et al., 2008), propagate that only vocational screening 
services should be done in the Department of Health and that all other services and aspects 
of vocational rehabilitation should be conducted within the Department of Labour. 
2nd level scientific literature documentation: This literature was divided into international and 
local research.  
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Local scientific literature represented 13% (N=9) of the body of literature. Most of the 
literature was pathology specific in relation to vocational rehabilitation e.g. return to work 
programs for stroke survivors. Several articles addressed the assessment of ability to work. 
There was also an indication that occupational therapists were involved in ergonomics, 
supported employment, return to work programmes and occupational health and safety 
issues. Two articles were related to more global vocational rehabilitation aspects, such as 
professional competencies of  occupational therapists in vocational rehabilitation (Buys, 
2006) and inter-sectorial collaboration model for occupational therapy’s vocational 
rehabilitation services (Coetzee, 2011).  
Internationally, vocational rehabilitation is well represented and there is global support of the 
occupational therapists role in vocational rehabilitation, most notably in assessment of ability 
to work or functional capacity evaluation, case management, work environment intervention, 
work readiness programmes and placement or return to work support. There is also 
repeated indication that occupational therapists work in multi-professional teams and that 
vocational rehabilitation services are mostly rendered in rehabilitation or end stage care 
centres. Terminology discrepancy and different healthcare policies and legislation made 
comparison of services difficult. In addition, professionals had different scopes of practice in 
different countries. For example, in the USA physiotherapists perform the vocational 
assessments that occupational therapists do in SA (Escorpizo et al., 2011). An interesting 
commonality throughout the world seems to be the challenge of keeping policy and service 
synchronised.   
 
4. Conclusion of the literature review 
South Africa’s constitution enshrines the rights of all persons living here to access the 
intervention they need to live healthy prosperous lives. In Gauteng, there are policy 
documents, strategic plans, position papers, practice profiles and models available in public 
healthcare to guide general rehabilitation.  It was concerning to see how many of them do 
not mention or recognise the role of occupational therapy.  
Policy documentation that addressed vocational rehabilitation indicated that only screening 
should be done at the Department of Health and all other aspects at the Department of 
Labour (Government, 2000). A local scientific article (Coetzee, 2011) agreed with this and 
suggested an inter-sectorial collaboration model for such services, but reportedly this was 
met with significant resistance due to the cost involved in relocation and redistribution of 
existing services. International literature showed that vocational rehabilitation services are 
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mostly rendered in rehabilitation centres and end stage care centres within or beyond 
healthcare systems.   
No scientific vocational rehabilitation literature, which originated from occupational therapy 
practices in Gauteng’s public healthcare, was found. This scarcity of contextual literature 
implicated the difficulty of developing guidelines and framework for clinical practice in 
Gauteng. It affected the aim of this literature review, to inform the process of service 
application of occupational therapist’s vocational rehabilitation services.   
The final stage of a good literature review is transferring the evidence and knowledge gained 
in such a way that implementation of the revealed information is ensured (Pearson et al., 
2005). In this review, the aim was to inform the VRTT to develop a framework that positions 
occupational therapy’s vocational rehabilitation (work as an occupational performance area) 
at all levels of service delivery in Gauteng’s public healthcare to promote informed 
transformation intervention, resource distribution, staff placement, training and client referral. 
To achieve this, all role-players need to know what they should be doing when and where, 
especially if there is a high turnover of therapists and those working in these facilities are 
inexperienced. Having a framework written in accessible language would help minimise the 
problems public healthcare currently experiences. It is also essential to co-ordinate and 
sustain the transformation of vocational rehabilitation services. 
 
4.3.2 Collaborative reflection on the results of the literature review 
The results of the literature reviews were summarised and presented to the VRTT. They reflected on 
and discussed the results and the implication they had for their framework phase. The result of this 
collaborative reflection is summarised and given below. 
The VRTT noted that the literature review showed evidence that occupational therapists have a role 
to play in vocational rehabilitation. Literature indicates that the occupational therapist is an 
important partner in a multi-disciplinary team addressing the occupational work needs of adults 
whose ability to work is affected due to injury, illness, impairment or disability. The VRTT disagreed 
with the policy document (Government, 2000) indicating such efforts should take place in the 
Department of Labour. The feeling was that in public healthcare, the Department of Health was the 
first point of call for most labourers who are injured or sick and that this should be the catchment 
area where occupational therapists can start their vocational rehabilitation intervention.  
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There was agreement that acute healthcare settings were not the ideal place to do vocational 
rehabilitation and that specialised rehabilitation centres would be better suited. Unfortunately most 
of the vocational rehabilitation resources are currently situated in hospitals that provide acute 
healthcare. The VRTT discussed a concern which is expressed at occupational therapy forums, that at 
present there are significant problems with Gauteng’s rehabilitation centres in public healthcare. 
They agreed the current situation, concerning rehabilitation centres, would not allow for the 
conducting of vocational rehabilitation.  
It was felt that the scientific literature, both local and internationally, did not provide relevant 
evidence for the group to create a framework that would answer the question of this planning 
phase. A second planning approach was suggested and initiated - an opinion survey to gauge 
occupational therapists opinion on the question. 
 
4.3.3 Opinions of Occupational Therapists  
The VRTT decided they should ask the opinion of expert, academic and clinical occupational 
therapists what vocational rehabilitation services they felt clinical occupational therapists should be 
offering at the various service levels of public healthcare in Gauteng. Using ALAR principles, the 
collaborative research team planned and launched the opinion survey. The decision was made to 
write up the survey results as a journal article to share the knowledge generated with the larger 



























4.3.4 Collaborative reflection on the results of the opinion survey 
Reflections on the result of the opinion survey left the VRTT feeling discouraged about being able to 
develop a framework that would guide and position transformational efforts. There was no clarity on 
what vocational rehabilitation services clinical occupational therapists should be offering throughout 
Gauteng. In addition, the practical problems of unequal resource distribution and the lack of skilled 
therapists who could do vocational rehabilitation complicated the planning. There was a general 
attitude of, “We cannot do anything about this so let’s just get on with doing the things that we can 
do something about.”   
The VRTT decided to cease planning efforts towards forming a framework and guidelines that would 
inform occupational therapists what vocational rehabilitation they should offer at the various levels 
of service in Gauteng’s public healthcare. They decided to focus on addressing the vocational 
rehabilitation practice problems they identified in their clinical work. Such ALAR cycles were already 
in progress as part of the action phase, which will  be discussed in Chapter Five. The action phase 
was running concurrent to this planning phase and proving to effectively address clinical vocational 
rehabilitation problems. While the results of planning approaches, taken in this phase, to create a 
framework within which these clinical vocational rehabilitation services should be done, were 
discouraging. 
4.4 Discussion of the Planning Phase 
The collective attitude of the VRTT was to abandon attempts at addressing the question of what 
vocational rehabilitation services occupational therapists should be offering in Gauteng’s public 
healthcare. While respecting and understanding this sentiment, the researcher had concerns 
regarding the long-term effects of not having a framework or guidelines for the vocational 
rehabilitation services of occupational therapists in Gauteng.  She felt it was important for the 
sustainability of transformational actions and continuously brought up the matter as a point of 
discussion within VRTT meetings and with individual members or smaller groups of VRTT members. 
It was found that younger inexperienced VRTT members were reluctant to offer suggestions or take 
part in group discussions on framework, which inevitably ended up being between the chair of the 
VRTT, the deputy director of rehabilitation in Gauteng, one or two senior occupational therapists 
and the researcher.  This negatively affected the ALAR nature of the process. It could be that the 
VRTT, which consisted of predominantly clinical occupational therapists with limited managerial 
experience, might not be the correct forum to address this type of planning.  
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It was difficult for the researcher to leave this important aspect of transformation unfinished and the 
temptation to revert to tactics that would violate the ALAR ethos was great. She had to caution 
herself to trust the research method and allow the VRTT to take sufficient time to gain authentic 
insight and understanding. Some progress was seen in this regard, albeit not at the rate the 
researcher would have liked. During the June 2016 meeting a decision was made by the VRTT that 
occupational therapists vocational rehabilitation in Gauteng’s should be offered at all levels of 
service. They felt the work needs of the healthcare users should be met at the point of service, also 
the referral of healthcare users to specialised work units for vocational rehabilitation should be 
minimised as it caused out of pocket expenses and resulted in non-compliance or loss of referred 
individuals. They agreed there had to be some specialised work units in the province where 
specialised vocational rehabilitation clinicians, equipment and services, such as driver assessments, 
could be offered. The discussion however concluded with a listing of restrictions and problems that 
such planning would bring about.  
At the end of the research tenure with the VRTT there was still no framework or guidelines in place. 
Occupational therapists in Gauteng public healthcare still do not know what vocational rehabilitation 
services they should be offering at the different levels of service in the province. This could have 
been a contributory factor for the current state of vocational rehabilitation services and could hold 
future problematic implications for the service. Future research and planning is needed to attend to 
this. The researcher was of the opinion that discussions concerning an executive plan for vocational 
rehabilitation services in Gauteng were becoming more informed and insight into the importance of 
such a plan was growing. This indicated VRTT members had experienced personal learning about the 
problem.  
4.5 Conclusion to the Planning Phase 
In ALAR, planning needs to be done with care, so the democratic grounding of actions and learning 
do not get lost in attempts to achieve a pre-conceived objective. This was seen in this phase.  Two 
types of planning were identified in this enquiry, clinical planning and planning to create a 
framework and guidelines.  The membership profile of the VRTT made clinical planning an easy 
exercise. As a result, transformational change of the vocational rehabilitation occupational 
therapists was seen on a clinical level, however planning to create a framework was problematic and 
remains so to date. It is the opinion of the researcher that without a framework and clear guidelines 
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of what vocational rehabilitation occupational therapy should offer at the various levels of Gauteng’s 
public healthcare, sustainable transformation cannot be claimed. 
Although it is important to have such a framework plan, it is more important to have a plan that is 
owned by the insiders group and not interjected by an outsider expert. Dick supports this by saying 
that change occurs most effectively when those who are to carry it out are involved and committed 
(2013a). Kemmis and McTaggart (2007) concurred saying that the success of action research is not 
whether steps have been followed dutifully or planned outcomes have been achieved, but rather 
whether participants have a strong feeling of authentic ownership and understanding of the 
transformation process.  
Leaving this phase un-concluded, the researcher realises that despite not having reached the desired 
outcome of the phase, progress had been made and action learning had taken place on many levels 
during this phase. In addition, the transformation of clinical vocational rehabilitation was taking 
place as specific practice problems were being addressed by the VRTT in individual action cycles.  
This reflects some of the mind-set and reality of many occupational therapists working in public 
healthcare: they focus on getting the job at hand done.  They work with what they have, where they 
are, as best they can.  
The next chapter shows these clinical transformative actions as the action phase. The action phase 
illustrates the ALAR cycles that had taken place and concluded during the researcher’s tenure with 




Chapter Five: Action Phase  
“Action researchers recognize that theory informs practice and practice can generate theory.” 
Coghlan and Brydon-Miller (Coghlan & Brydon-Miller, 2014) 
5.1 Introduction to the Action Phase 
This chapter shows the action phase of the research and describes action learning action research 
cycles that took place during the research tenure. Ideally, the action phase comes after the 
observational and planning phases. However before these phases had shown any conclusive 
evidence, multiple action cycles were operational, addressing the practice problems clinicians 
working in Gauteng’s public healthcare experienced. Throughout the research, one action cycle 
would still be in progress when the next practice problem was identified by the Vocational 
Rehabilitation task Team (VRTT), and planning was started to address it. The VRTT members valued 
being part of clinical practice orientated action cycles. They grasped the action learning action 
research (ALAR) methodology and ethos while planning, acting, learning and reflecting on vocational 
rehabilitation practice problems they experienced and to which they could relate.  Figure 5.1 
presents the entire study with the highlighted sections indicating the position of this chapter on 
action.  
 
Figure 5.1: Diagrammatic presentation of the research process positioning the action phase 
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Action cycles that were concluded during the researcher’s tenure with the VRTT are presented in this 
chapter, in chronological order of when they started. Some cycles took longer to conclude than 
others and often overlapped. This phase clearly shows how action and critical reflection brought 
about learning and improved further actions. It also provided evidence of new knowledge that was 
created and disseminated and the positive reaction this generated. 
Five practice problems were identified by the Vocational Rehabilitation Task Team (VRTT). The ALAR 
cycle was implemented to address each problem. These problems included poor report writing and a 
lack of report template standardisation in the vocational rehabilitation practices. This was followed 
by the question of what practitioners should do about addressing the question of ability to drive 
with their clients. The VRTT felt the skill and practice of MODAPTS was underutilised in their 
vocational rehabilitation practices. The need for a user manual on how to do a basic work 
assessment was identified. The clinical supervision of undergraduate students was started and the 
question of how to do this addressed.    
 
5.2 Overview of Tools and Processes used in the Action Phase 
Each ALAR cycle used tools and processes unique to the practice problem it was addressing and 
these are discussed within the context of the cycle reported below. In addition to problem specific 
tools, generic tools, such as VRTT meeting minutes supported by the researchers meeting 
summaries, individual and collaborative reflections, individual, group and telephonic interviews, 
guided reflection questionnaires, journaling and field notes were used.  
The researcher guided the VRTT members to reflect on their action at the end of each year. This 
critical reflection of action is discussed in Chapter Six as part of the reflection phase. These reflection 
results were used to make decisions regarding the transformational actions in which the VRTT was 
engaged. In 2014, the decision was made to use workshops as the tool to bring about learning and 
transformation of services. Critical reflection proved this ineffective and the transformational tactic 







5.3 Findings of the Action Phase 
5.3.1 Report Writing 
The first ALAR cycles, addressing the practice problem of vocational rehabilitation report writing, 
formed part of the successful integration of the outsider researcher into the insider VRTT group. In 
addition, VRTT members experienced the benefits of action learning while doing research that 
directly benefitted their clinical practices. The cycles concluded with a user manual titled Report 
Writing Protocol and report templates, which would be reviewed annually to improve their content. 
It was decided to write a journal article about the process, but no VRTT members were willing to be 
part of this first peer reviewed journal article. They cited previous bad experiences, lack of ability to 
write academic literature and being too busy, as excuses for not being co-authors. The researcher 





















The researcher made a point to share her writing experiences, the frustrations of writing and re-
writing, the distress of receiving peer review feedback, the joy of acceptance for publication. When 
the article appeared it was celebrated by the VRTT as a collective achievement. 
 The user document Report Writing Protocol was, and still is, presented annually to all new 
occupational therapists at the Vocational Rehabilitation Orientation Workshop and used in student 
supervision. By word of mouth and after the journal article appeared interest in the outcome of this 
action cycle expanded beyond Gauteng public healthcare. Requests for presentations and copies of 
the Report Writing Protocol were received from private healthcare practices, the regional 
occupational therapy association and from other provinces’ occupational therapy practices and 
associations in public and private healthcare. The interest in the protocol expanded beyond the field 
of vocational rehabilitation as occupational therapists in paediatric and general rehabilitation 
practices requested it. In July 2016, the researcher and a VRTT member presented it at the South 
African Occupational Therapy Association’s National Congress. This presentation elicited attention 
from interest groups, private practitioners and occupational therapy management and practices in 
other provinces. It was shared and electronically forwarded to all who asked.  
The Report Writing Protocol 2015 user manual is Appendix E. 
5.3.2 Driver Screening 
The conundrum of occupational therapy’s role when assessing and addressing the ability of people 
with disabilities to drive a motor vehicle is not a new problem, nor is it unique to public healthcare. 
The medical team is often faced with this question and few of them feel confident, or adequately 
equipped, to answer it (Sims et al., 2012). As driving often impacts on work and employment, the 
question was being deferred to occupational therapists. Clinical occupational therapists approached 
the VRTT asking what they should do with healthcare users who are referred with the request for 
them to comment on their ability to drive. The first cycle to address this practice problem was 
started in September 2013 and continued into 2015, when a user manual called Screening Ability to 
Drive in Occupational Therapy concluded the conceptual cycles. This user manual is Appendix F, 
which will be reviewed and improved annually by the VRTT.  
The user document was distributed throughout Gauteng public healthcare to all occupational 
therapy practices at all levels of care. It was, and will be, presented annually to all new occupational 
therapists at the Vocational Rehabilitation Orientation Workshop and is used in student supervision. 
The researcher and the chair of the VRTT also presented it at the July 2016 South African 
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Occupational Therapy Association’s National Congress, which resulted in considerable interest from 
interest groups, private practitioners and occupational therapy management and practices in other 
provinces. It was shared and electronically forwarded to all who asked.   
5.3.3 MODAPTS 
In 2014, clinical application of occupational therapists MODAPTS knowledge was identified by the 
VRTT as a practice problem. Asked why they were not using MODAPTS in their clinical practices, 
clinicians reported lack of knowledge and confidence as the main reasons. The VRTT recognised the 
value of MODAPTS in vocational rehabilitation as a low-cost and effective support to an existing 
screening tool. It was decided to present MODAPTS workshops within clinical settings and develop a 
MODAPTS user manual for clinicians to use. 
Collectively the VRTT organised and hosted the MODAPTS workshop, but the researcher was the 
only presenter. The other members declined offers to co-present reporting lack of knowledge and 
confidence as the reason. The content of the workshop presentation was published in the National 
Occupational Therapy newsletter, FOCUS. The article is available as Appendix G.  
The FOCUS article received international interest and the researcher was contacted by the 
International MODAPTS Association enquiring about the use of and interest in occupational therapy. 
The article was re-published in the International MODAPTS newsletter of Fall 2015. 
The MODAPTS user document was distributed throughout Gauteng public healthcare to all 
occupational therapy practices, at all levels of care. It was, and will be, presented annually to all new 
occupational therapists at the Vocational Rehabilitation Orientation Workshop and is used in 
student supervision. Action learning took place throughout these cycles. This was demonstrated by 
members of the VRTT creating a shared cloud address through which they could easily access and 
share new MODAPTS activities. MODAPTS is now in use in various clinical settings and VRTT 
members were planning and presenting MODAPTS workshops without the researcher. The 
MODAPTS user manual is available as Appendix H. 
5.3.4 Doing a Basic Work Assessment 
Beign able to assess the ability to work of a person with a disability is commonly viewed as the most 
important aspect of vocational rehabilitation (Beukes, 2011) and competency therein is seen as a 
basic ability for occupational therapists doing vocational rehabilitation (Buys, 2015). During the 
Observation phase, in 2013, the researcher recognised this as a vocational rehabilitation practice 
problem amongst most occupational therapists, but there was reluctance amongst clinicians to 
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report this. It could be they did not recognise it as being a problem, or were insecure in sharing their 
inability to do what is considered a basic vocational rehabilitation competency.  
As the ALAR and Ubuntu principles of collectiveness and transparency matured in the group, the 
VRTT recognised and disclosed the problem. In June 2014, the VRTT identified this as a practice 
problem to be addressed. How to address it remained a point of discussion in the group until the 
decision was made to change their transformative interventions from doing workshops to mentoring 
in 2015. The researcher offered her services as a mentor, using ALAR within clinical practice settings 
to transform this problem. Three of the four tertiary hospitals that had work units invited her.  
The researcher designed a guide and step-by-step process on how to do a basic work assessment. 
This was implemented within the clinical practices where she mentored and put through several 
ALAR cycles at the three work units.  
The guide and process was made into posters and placed against a wall of the work unit. Using the 
guide, while observed by the clinical therapists, the researcher demonstrated how to do a basic work 
assessment with a patient booked for an assessment.  After the patient left, the researcher and the 
clinicians interpreted the results, reached a conclusion and using the report writing guidelines, wrote 
a report of the assessment done and reflected on the use of the guide and process. This practical 
demonstration of doing a basic work assessment while clinicians observed, was repeated several 
times. Therapists often booked ‘difficult cases’ for the mentoring sessions they had with the 
researcher. Action learning took place, as they were gradually included in certain aspects of the 
assessment process. The process was repeated and their practical participation increased until they 
felt confident to do a basic work assessment on their own. The action research cycles were seen as 
the guide and the process was used, reflected on, improved and used again until all participants 
were satisfied that the guide was implementable, understandable and effective within their 
practices.  
Thereafter, case discussion became a frequent feature in the VRTT meetings and at mentoring 
sessions. Clinical therapists would bring problematic work assessment cases and ask for guidance 
and advice and in the process, facilitate an action learning process for the whole group. In addition, 
clinical therapists would email basic work assessment reports to the researcher for her to proofread 
and give advice.  
The user document, How to do a Basic Work Assessment, is still in use by VRTT members and is 
Appendix I. It is presented at the annual Vocational Rehabilitation Orientation workshop, freely 
shared with any interested occupational therapists and used in student supervision.  
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5.3.5 Supervising Students 
The findings of a study by de Witt (2015), that clinicians were reluctant to supervise students,  was 
confirmed in this research. Clinical occupational therapists were negative about student supervision 
in their vocational rehabilitation services. In addition, academic personnel’s perceptions of clinicians 
doing vocational rehabilitation supervision were found to be at best neutral and at worst hostile.  
The researcher had had the personal experience, and which literature confirmed (Herbert & 
Caldwell, 2015), that clinicians improved their own skills when supervising undergraduate students. 
Additionally, clinicians who had had positive experiences of working with post-graduate students 
were enthusiastic to continue and develop their own qualifications.  
The observation phase of this study showed under-graduate students were exposed to vocational 
rehabilitation services at only one of the hospitals. In the first two years of this research, multiple 
discussions were held by the collective research team and with individual clinical therapists. 
Meetings to bring about the practical implementation of students doing vocational rehabilitation in 
public healthcare were held with the heads of occupational therapy departments in both the clinical 
and academic fields.  
Summary of informal discussions with clinical occupational therapists and their heads of 
departments:  
 They were working in academic hospitals with the mandate to educate students written into 
their job descriptions but felt that this could be done “Only if our clinical load allowed it.”   
 They agreed the concept of transferring knowledge to the next generation was important for 
the continuation of vocational rehabilitation.   
 They acknowledged that the current practice of training students in the private healthcare 
sector was because there were no opportunities for academic institutions to place their 
students into clinical practice in public healthcare work units. They agreed this practice could 
be contributory to the reason why new graduates went into private vocational rehabilitation 
practices rather than coming to public healthcare to do vocational rehabilitation.  
 They told stories of how they had had no experience, as students, in vocational 
rehabilitation practice and acknowledged the irony that they were perpetuating the problem 
by not seeing students.   
 Clinical occupational therapists often complained of the quality of graduate students and 
that they had to teach them skills they felt they should have acquired as undergraduates at 
academic institutions. A comment from a VRTT meeting minutes was “We cannot really 
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complain about the quality of com serves’ (newly graduated occupational therapist doing 
compulsory community service year) vocational rehabilitation if we are not doing our part in 
training them.”   
 Therapists expressed insecurity in doing student supervision saying; “They ask us questions 
we cannot answer.”  
 One Head of Department stated he ‘would not allow student supervision in the work unit’. 
The reasons were it took too much time out of a clinical therapist’s day to supervise 
students, students disrupted the general management of departments clinical therapists 
were in-experienced and not adequately skilled in supervising students and academic 
personnel who accompanied students were often condescending and critical of clinical 
environments.  
Summary of informal discussions with academic personnel: 
 They told how they would book students for supervision and clinical therapists would put in 
leave and be absent when they were supposed to do this. This experience was confirmed 
during this research when the clinician who was supposed to be mentored while supervising 
students, had put in leave for that time and was absent for the initial stages of student 
supervision. The researchers had to stand in and supervise the students while not being able 
to mentor anyone. Academics complained that this kind of behaviour was not uncommon 
and hugely problematic as student programmes were full and could not be rescheduled.   
 They believed it was not their place to ‘train’ graduated clinical occupational therapists who 
lacked skills to do clinical work, if they were not part of their post graduate programs.  
 They felt efforts to implement student supervision that was part of a research project, such 
as this, was not sustainable and that any effort to implement vocational rehabilitation 
student supervision would disseminate when the researcher left.  
After extensive deliberation within the VRTT, one member agreed to supervise students if she was 
mentored by the researcher. The researcher convinced one of the academic institutions to place 
students there. Three students were supervised for their vocational rehabilitation elective, in June 
2015. This was a positive experience for both clinicians and students. Feedback given at the VRTT 
turned previously negative discussions around students into a more positive discourse. During this 
period, one other academic institution agreed to use the work unit for post-graduate work if such an 
opportunity presented itself. No practical implementation of this had taken place at the time of this 
writing. In 2016, two other VRTT members agreed to supervise students. One such arrangement was 
stopped by the head of department who felt the VRTT member and their work unit was not ready 
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for students and refused permission for the placement of students. In 2016, ten students were 
clinically supervised for vocational rehabilitation electives at two different work units by VRTT 
members.  
Mentoring was done in such a way that ALAR principles could take place. Various aspects of 
vocational rehabilitation practice were demonstrated by the researcher with the clinicians and the 
students observing. This was critically reflected upon afterwards and the researcher ensured 
participation of both students and clinicians in such reflections. The various tasks of student 
supervision were shared between the mentor and the clinical therapists and regular reflection 
thereof done afterwards.  
The ‘see one, do one, teach one’ maxim is widely used in clinical medical skills training. The strategy 
provides a mix of analytic thinking, skills practice, professional judgment and clinical reasoning and  
has been proven useful for the educating of professionals in settings where theory and skills coincide 
(Coughlin, 2009). Purposeful application of this was done during the mentoring with positive 
feedback from clinicians. Reflective notes from a VRTT member who was involved in this showed the 
insight: “ I learn so much more about a work sample if I have to teach students to do it”. 
The researcher compiled her mentoring on the subject into a user document in which 
clinicians are given guidelines on how to supervise students. The step by step guidelines show 
clinicians how to introduce the students to the elective, supervise them and how to give feedback, 
handle and manage difficult questions or situations and how to give closure feedback at the end of 
the elective.  The user document is currently in use by VRTT members who supervise students and 
they share it with any interested occupational therapists. The user document Supervising 
Undergraduate Students in Vocational Rehabilitation is Appendix J. 
5.4 Discussion of the Action Phase 
The conclusion of Chapter Four and the content of this action phase demonstrates how pragmatism, 
a fundamental value for occupational therapists (Ikiugu & Schultz, 2006), is part of the profession’s 
coping strategy within public healthcare. It also provided evidence that being busy with worthy 
actions can be a distraction that renders actions fruitless, if not combined with systematic and 
mindful reflection. Reflection showed the VRTT that while action learning took place during planned 
and practical workshops within clinical settings, it did not transform the services. Changing the 
transformational tactic from workshops to mentoring brought about the required transformation of 
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clinical practice. In this action phase, clinicians throughout Gauteng’s public healthcare acquired 
clinical vocational rehabilitation skills and if the knowledge generated and captured in user manuals 
and journal articles remains linked with mentoring, this action learning benefit will continue for 
future generations of occupational therapists.   
The action learning that took place was not only restricted to clinicians, the researcher herself learnt 
a lot during this phase. The first practice problem the VRTT identified was to address the practice of 
vocational rehabilitation report writing. When this was suggested, the researcher wrote in her 
reflective journal, “This is so wrong … there is barely a vocational rehabilitation service and now they 
are worrying about the quality of their reports!” This reflection took place at the beginning of the 
research and the researcher still entertained ideas of a methodical systematic research progress. 
Allowing insider participants to dictate the research needs and cycles was threatening her notions of 
logic and order. Discussing this with her PhD support-group mentor, the researcher was told to 
“trust the methodology” and allow the ALAR ethos to materialise. Hindsight proved this to be a most 
valuable counsel, the benefit of which prevailed throughout the remainder of the research.   
The VRTT’s decision to freely share the knowledge created by the ALAR cycles through journal 
article, newsletter articles, user documents and presentations at meetings and congresses brought 
about real-time positive feedback and generated awareness of its transformation actions. Combining 
this altruistic sharing with transparency and requests for feedback was seen to be instrumental to 
the fact that no adverse reactions were received, both of which strengthened the confidence of the 
group.  
Initially the researcher facilitated and organised the ALAR cycles, managing the data and concluding 
the dissemination aspects of it. With time, her role in the cycles diminished and in November 2015, 
she wrote in her reflective journal: “This is so exhilarating! They (the VRTT) are action researchers in 
their own right. They really don’t need me anymore. That makes me so happy and so sad.” On 
concluding her tenure with the VRTT, two ALAR cycles were being managed by VRTT members 
independent of the researcher. The one was addressing the question of occupational therapists 
involvement in policy and procedures on incapacity leave and ill health (PILIR) within public services 
and the other aimed at how to expand and develop mentoring practices in vocational rehabilitation.  
There is some concern about the VRTT’s motivation to disseminate the results of their ALAR cycles, 
as writing is not a favoured action of clinical occupational therapists (van Biljon et al., 2015a). Future 
research efforts are needed to address this predisposition. The current members of the VRTT have 
all experienced and been part of ALAR cycles and are motivated to continue using ALAR principles to 
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update exciting protocols, address new practice problems and address future transformation of 
services. A concern is the question of the sustainability of such efforts in a group that has shown a 
high membership turnover. A question that will need future addressing is - Will current VRTT 
members transfer their ALAR knowledge and experience to new members?  
5.5. Conclusion to the Action Phase 
The transformation of clinicians’ vocational rehabilitation practices and the benefits of ALAR were 
most obvious during this phase. The writing of vocational rehabilitation reports, how to be involved 
in the decision making process of driving with a disability or illness, using MODAPTS in clinical 
practice, how to do a basic work assessment and how to supervise undergraduate students were 
cycles  that generated knowledge and allowed learning to take place. The knowledge is still in use 
both inside and outside of Gauteng’s public healthcare. The learning was practice specific as VRTT 
members acquired skills and confidence in vocational rehabilitation, but their participation in ALAR 
processes ensured they developed skills and confidence in the method as well.  At the end of the 
research tenure, VRTT members were running their own action cycles and had started new ones 
without any input from the researcher. They had been part of an effective and enriching 
transformational experience. Using ALAR, they had been instrumental in addressing vocational 
rehabilitation practice problems and had received national and international confirmation of the 
significance of their actions.  
Concluding the research tenure with the VRTT there only remains the reflection phase. The role that 
reflection itself has had on the research process is shown and consideration of the transformation 





Chapter Six: Reflection Phase 
 “Reflection is the glue that binds the components of action and research together.” Elizabeth and 
Valsa Koshy (Koshy et al., 2011)  
6.1 Introduction to the Reflection Phase 
The reflection phase, discussed in this chapter, was collaborative engagement in a meta-reflection of 
the transformation, reflections thereof, that took place in the four year research tenure and the 
impact the action learning action research (ALAR) approach had had. Reflection is an essential part 
of the action research cycles and both structured and unstructured reflection, as illustrated in the 
previous phases, occurred throughout the research tenure. Drawing on multiple reflection sources, 
two types of reflection activities were undertaken in this phase, a comparative reflection of the 
Vocational Rehabilitation Practice Profile Tool’s (VRPPT) 2013 and 2016 results and the Vocational 
Rehabilitation Task Teams (VRTT) collaborative reflection. Personal reflections by the researcher are 
discussed in Chapter Seven. Figure 6.1 presents the entire study with the highlighted sections 
indicating the position of this chapter on reflection, and the withdrawal of the researcher from the 
research environment.  
 




Meta-reflection is seen as an extension of reflective practice (Watson, 2005). It is a reflection on 
reflections to obtain an in-depth understanding about a matter (Georgiev & Nagai, 2011). Meta-
reflection is a concept often used in action research (Riel & Lepori, 2014) and is usually done by a 
group of people with the aim to develop from descriptive to analytical levels of reflection (Thorpe & 
Garside, 2015). Zuber-Skerrit (2009) referring to meta-reflection, accounts how reflecting on her 
reflections had been a source of profound learning for her. This final phase of the research tenure 
was to critically reflect on the research aim using a variety of sources, including summaries of 
previous reflections. 
Reflection is a cornerstone of action research (McNiff, 2013) and was fostered as an ongoing practice 
throughout the research to achieve optimal action learning benefits (Zuber-Skerritt, 2001). Riel and 
Lepori (2014) found the reflective process of action research brings about change and 
transformation within the individual as well as the collective group. This enquiry supports this. 
Reflection was seen to bring about practice specific vocational rehabilitation transformation. 
Confirming reports in literature that reflection is a valuable tool for healthcare professionals to 
transform theory into practice (Jasper, 2013) and develop clinical reasoning skills (Rigby et al., 2012). 
It was also seen to bring about  personal transformation and enrichment (Sellars, 2012). VRTT 
members presented at congresses, published journal articles and enrolled for post-graduate training 
in vocational rehabilitation. This meta-reflection shows how ongoing reflection during four years of 
ALAR became a professional practice lifestyle that led to learning that changed behaviour (Dick, 
1997). 
In the case of an academic action research enquiry such as this, there has to be a conclusion to the 
association. Concluding an ALAR collaboration is potentially traumatic and requires ethical 
consideration. The systematic withdrawal of the researcher from the VRTT is described in this 
chapter. The practice of meta-reflection offers a logical preamble to the termination of collaboration 
and the researcher’s withdrawal from the research environment took place in the same time-frame 
as the reflection phase.  
6.2 Tools and processes 
Numerous models of reflective practice have emerged since the 1970s and Gibbs’ (1988) reflective 
cycle was seen to be the most often cited during online searching . Learning by doing, the title of 
Gibbs’ work (1988), helps professionals to make sense of  and learn from their experiences. This 
approach resonates well with ALAR and is reported in South African healthcare journals (Gibbs et al., 
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2005).  The simplicity of the Gibbs reflection cycle inspired the researcher to keep it simple in this 
enquiry. This decision was supported by the variety of situations within which reflection took place 
in this enquiry and so as not to alienate the insider group of clinical occupational therapists. 
Tarrant’s (2013) work on professional development through reflective practice led the researcher to 
choose two basic questions to initiate reflection sessions: What needs to stay the same? and What 
needs to change?  Once the questions were asked, unstructured reflection was allowed to take place 
with only occasional guiding questions to redirect the reflections when necessary. The VRTT easily 
assimilated this reflection approach. Other than initiating, occasionally guiding and recording 
reflections the researcher imposed no control on the reflection processes, allowing participants to 
express themselves freely. Unstructured reflection took place in the form of personal, group, written 
and verbal reflections, meeting minutes that captured specific subject reflections, event specific 
journaling and field notes.  
It was only at the end of each year that the researcher led the VRTT through a structured reflection 
of the past year’s actions. In this enquiry, a calendar year was seen as an action research cycle. 
Reflection at the end of a year informed the planning at the beginning of the next year, 
transformative actions took place throughout the year and reflection of the year’s actions at the end 
of the year concluded the annual action cycle. Ten days before the last meeting of 2014 and 2015 
the VRTT members were sent a reflection guide to prepare their thoughts for the collaborative 
reflection in the meeting. The guide consisted of biographical questions that indicated how long the 
reflecting person had been a member of the VRTT, how much experience they had in vocational 
rehabilitation and in which actions they had taken part. Likert scales with opportunity for comment 
were used to reflect on the VRTT meetings and the specific activities of the VRTT in that year.  Open 
ended and contingency questions guided reflections of goal achievement, VRTT membership 
experience and ALAR experience. In the meeting VRTT members used the guide to note their 
personal reflections on the guide’s content but also on discussions that took place as the group 
reflected collectively on the same questions. Members volunteered to take part in the analysis of the 
reflections and the results were published in the official South African Occupational Therapy 
Association (OTASA) newsletter.  This is discussed in 6.3.2. 
The Vocational Rehabilitation Practice Profile Tool (VRPPT), described in chapter three, generated 
information that could be used for reflection. The VRPPT was used in 2013 as an observational tool 




6.3.1 The Vocational Rehabilitation Practice Profile Tool: Pre- and post-
intervention reflection 
Reason and Bradbury, authorities in action research warn against using pre and post intervention 
techniques (2007) in action research studies as placing too much significance on such evidence could 
lessen the value of other collaborative and participatory enquiries benefits. The use of pre-and post-
testing within action research enquiries have however been proven to be useful especially in 
learning environments (Nugent, 2011).  
In this enquiry the pre- and post-intervention technique was used to inform collaborative reflection 
and to enrich the learning experiences. Collaborative development of a tool, the Vocational 
Rehabilitation Practice Profile Tool (VRPPT) which would allow clinical occupational therapists to 
systematically profile their services was discussed in Chapter 3 of this thesis. In the process of 
developing the VRPPT, profiles of the 2013 vocational rehabilitation services in Gauteng’s four 
tertiary hospitals were established. In March 2016 the VRPPT was again used by clinical occupational 
therapists in the four tertiary hospitals to profile their current services. The 2013 and 2016 profiles 




Table 6.1 The VRPPT 2013 and 2015 summaries 
 Vocational Rehabilitation Practice Profile Tool  












A designated room, furniture and extensive tests, tools and 
activities most of which were packed away in a storeroom. 
One occupational therapist with managerial autonomy did 
vocational rehabilitation. 
Community and environmental structures, resources, support 
staff, management and maintenance resources were shared 
with the general occupational therapy department. 
 
Screening and assessment was 
done.  
No prevention of injury and 
awareness of good work practice, 
intervention, placement or 
follow-up. 
Five healthcare users received vocational rehabilitation 
monthly. 
Limited internal and external awareness.  
No user satisfaction information.  
There was no student supervision, research, publication 
or future plans.  














The same room and furniture were available but this was 
better structured and more operational. 
Most tests and equipment were out of the storeroom and in 
use. Additional MODAPTS tasks and posters were available. 
One occupational therapist with no managerial autonomy did 
vocational rehabilitation. 
Community and environmental structures, resources, support 
staff, management and maintenance resources are shared with 
the general occupational therapy department. 
Screening and assessment, 
occasional intervention, 
placement and follow-up were 
offered. 
No prevention of injury and 
awareness of good work practice. 
Fifteen healthcare users received vocational rehabilitation 
monthly. 
Internal and external awareness of the vocational 
rehabilitation services. 
No user satisfaction information and no student 
supervision. 
There was evidence of research and publications.  
Goals set and feedback given of goal achievement at the 
VRTT meetings.   














A designated room, furniture available and adequate testing, 
tools and activities.  
One occupational therapist with managerial autonomy did 
vocational rehabilitation.  
Resources to support vocational rehabilitation services were 
available. 
Community and environmental structures, support staff and 
maintenance of the vocational rehabilitation service were 
shared with the general occupational therapy department. 
Screening, assessment and 
intervention with occasional 
placement and follow-up were 
available.  
No prevention of injury and 
awareness of good work practice 
programmes. 
Twenty-two healthcare users receive vocational 
rehabilitation monthly.  
Good internal and external awareness of vocational 
rehabilitation services. 
No user satisfaction information.  
Occasional student supervision. 
 No research, publication or future plans.  















The same room, furniture, tests and equipment were available.  
One occupational therapist did vocational rehabilitation. There 
had been a change of staff with 4 months in which vocational 
rehabilitation ceased.  
Community and environmental structures, resources, support 
staff and maintenance of the vocational rehabilitation service 
were shared with the general occupational therapy 
department. 
Screening, assessment and 
limited intervention was offered.  
No prevention programmes, 
placement or follow up.   
Four healthcare users a month receive vocational 
rehabilitation.  
The same level of internal and external awareness of the 
vocational rehabilitation services. 
No user satisfaction information.  














A designated room and furniture. Extensive tests, tools and 
equipment, most of which was unused and in storage. 
Four occupational therapists did vocational rehabilitation.  
Community and environmental structures, resources, and 
support staff, management and maintenance resources were 
shared with the general occupational therapy department. 
Screening and assessment was 
done.  
No prevention of injury and 
awareness of good work practice, 
intervention, placement or 
follow-up 
 
Five healthcare users a month receive vocational 
rehabilitation. 
Limited internal awareness. 
No user satisfaction information. 
No student training, research or publications, future plans 
or goals.  













The same room, furniture, tests and equipment are available. 
All were functional and in regular use. Additional MODAPTS 
tasks were available and damaged work samples had been 
operationalised. 
Two occupational therapists with greater management 
autonomy did vocational rehabilitation. Resources had been 
sourced and were available. 
Support staff and maintenance was still being shared with the 
general occupational therapy department. 
Screening and assessment, 
intervention, placement, follow-
up, prevention of injury and 
awareness of good work practice 
programs are being done. 
Thirty healthcare users receive vocational rehabilitation a 
month.  
 Good internal and external awareness 
User satisfaction showed positive responses.  
Evidence of student training, research and publications. 
There are annual goals set with feedback of achievement 
given at the last VRTT meeting of each year. 


















No room or furniture was designated for vocational 
rehabilitation.  
The vocational rehabilitation that was done shared community 
and environmental structures, resources, building structures 
and furniture, tests, tools and activities, staff, management and 
maintenance with the general occupational therapy 
department. 
Screening and assessment is 
done. 
No prevention of injury and 
awareness of good work practice, 
intervention, placement or 
follow-up being done. 
Six healthcare users were seen in the last 12 months. 
No awareness of vocational rehabilitation services.  
No user satisfaction information, student training, 
research or publication.  
The question was asked: How do we go about starting a 
work unit? 
















A work unit with designated room and furniture, tests, tools 
and activities and two occupational therapists for the 
vocational rehabilitation services. 
Community and environmental structures, resources, support 
staff, management and maintenance is still shared with the 
general occupational therapy department.  
Screening and assessment, 
intervention, placement and 
follow-up is being done. 
Prevention of injury and 
awareness of good work practice 
programs are planned but not in 
practice. 
Thirty-six healthcare users receive vocational 
rehabilitation a month. 
Internal and external awareness of the vocational 
rehabilitation services. 
User satisfaction was done 
 There is evidence of student supervision, research and 
publications. 
Goals with regular feedback of achievement at the VRTT 
meetings. 




The VRPPT profiles were presented to the VRTT for validation and collaborative discussion. After the 
2016 profiling, everyone except Hospital B felt positive about the improvement of their vocational 
rehabilitation services. The summary of the 2013 and 2016 VRPPT results, as presented in Table 6.1 
was also used to inform the VRTT’s collective meta-reflection in May 2016, as discussed in 6.3.2.3. It 
brought about the following discussion.  
What needs to change? 
In Hospital A and C there had been negative interference from the management of the occupational 
therapy department. VRTT members from these hospitals were occasionally refused permission to 
attend VRTT meetings or workshops. At one hospital, departmental management refused 
permission for students to come and do clinical electives in the work unit. In another case a 
mentored occupational therapist was told not to start a job seeker support group as they felt this 
would create too much interest and result in too much work.  In both hospitals, departmental 
managers warned mentored clinicians not to see potentially difficult cases despite the mentor 
offering to be present and to assist with the cases. This had a negative effect on the transformation 
of some services and restricted the action learning potential of therapist working there.  
Hospital B was the only hospital where the vocational rehabilitation services had not shown an 
improvement. The most significant reason for this was felt to be the fact that the occupational 
therapist that had been crucial to the vocational rehabilitation services had left and her post had not 
been filled for four months. This hospital had also shown less involvement in the ALAR processes and 
had not requested mentoring. 
What needs to stay the same? 
With the exception of Hospital B, all other hospitals vocational rehabilitation practices improved; the 
outcome profiles of these three hospitals confirmed this. Awareness of and the scope and quality of 
their services had improved. Two of the hospitals (Hospital C and D) were supervising students and 
Hospital A was willing to do so but was denied permission by their Head of Department. They were 
all seeing more clients, mentoring other occupational therapists, taking part in research and 
publications and presenting at workshops and congresses. 
A work unit had been established in Hospital D, where one had not existed before. In Hospital A and 
C, where there had been work units, the use of available structure (tests, equipment, building, 
furniture and staff) had improved without any extra cost or expense.  In Hospital C, less therapists 
were offering an improved vocational rehabilitation service. 
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The VRTT discussed matters they felt contributed positively towards transformation. Membership of 
the VRTT were felt to be important. This kept hospitals up-to-date with the transformational actions 
and decisions made and the VRTT also operated as a support group. The VRTT meetings, usually held 
in the work unit, rotated between facilities offering vocational rehabilitation, to ensure equal access 
and participation for the occupational therapists. The researcher mentored at Hospital A, C and D 
and there appears to be a positive link between the hours spent mentoring at a hospitals and the 
level of improvement that took place.  
6.3.2 Collective Reflections of the Vocational Rehabilitation Task Team’s 
Annual Actions 
Action research cycles of plan-act-reflect described the annual transformative actions of the VRTT. 
Planning at the beginning of the year the VRTT engaged in transformational actions during the year 
and reflected on these at the end of the year. In 2014 and 2015, the researcher engaged the VRTT in 
structured reflection of their actions in the past year. The VRTT members received a reflection guide 
10 days before and time was set aside in the last meeting of the year for individual and collaborative 
reflection. Members were encouraged to anonymously write their ideas and feelings, while the 
group discussion continued. This was to address the possibility of inexperienced and/or more 
introverted members not expressing their opinions.  Summaries of the collective meeting reflections 
are shown as conclusions in 6.3.2.1 and 6.3.2.2.  
The researcher and volunteering members of the VRTT analysed and summarised the annual 
reflections. These reflections were then written up as a newsletter article for the FOCUS, the 
Occupational Therapy Association of South Africa’s newsletter. This was done to allow action 
learning in the dissemination of ALAR results, on a less daunting level than peer review publication 
and to create a national awareness of the VRTT’s actions. The articles are presented as 6.3.2.1 and 
6.3.2.2 below. In addition, summaries of the annual reflections were sent to all VRTT members for 
them to further reflect upon and prepare for the first meeting in the new year. At this meeting, the 
transformational goals and plans for the year would be decided on.  
In May 2016 the researcher used the results of the Vocational Rehabilitation Practice Profile Tool’s 
pre- and post-intervention reflections, discussed in 6.3.1, and the collective annual structured 
reflections of 2014 and 2015, for a meta-reflection. Considering these reflections, and using an 
unstructured reflection format, the VRTT reflected on four years of ALAR and transformation. The 
researcher’s summary of this meta-reflection is given under 6.3.2.3. 
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6.3.2.1 Reflections on a year of Action: The Vocational Rehabilitation Task Team 
Gauteng’s critical reflection on their work in 2014 
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Reflection on the transformation that had taken place during 2014’s actions informed the VRTT’s 
planning for the next year. There was a general feeling of careful optimism about the transformation 
that had taken place, indicating an opinion that there had been a 56 to 60% transformation of the 
vocational rehabilitation services in Gauteng’s public healthcare.   
What needs to stay the same? 
The 2014 actions of the VRTT were bringing about improvement in Gauteng’s vocational 
rehabilitation services and it was felt the actions undertaken should continue. The MODAPTS and 
report writing cycles were identified to be the most effective and the areas in which members felt 
they had learnt the most. VRTT meetings were also identified as good learning opportunities. 
Members valued the continuing education units (CEU) they received and perceived them to be 
compensation for hard work and knowledge creation. The dissemination of knowledge created 
during the action cycles were seen to bring about increased awareness within public healthcare, on a 
regional, national and international level. This interest in the work of the VRTT increased the 
motivation of team members to continue and improve their transformational actions. 
What needs to change? 
It was felt there was still a lot of work to be done. The VRTT realised that workshops held in 2014 
were popular and had benefit, but they were not bringing about practice transformation. Clinicians 
attended the workshops but did not implement the knowledge gained in their practices. This insight 
led the team to consider mentoring as an additional action for the next year’s transformational 
activity.  
The concept of clinical mentoring in South Africa’s public healthcare had been proven to be 
successful for the nursing profession (Green et al., 2014) and was familiar to clinical occupational 
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therapists (Domina & Nelson, 2015). There was agreement in the VRTT that mentoring could work, 
but few members felt confident to be mentors due to lack of experience with and knowledge of 
mentoring, a situation supported by literature (Falzarano & Zipp, 2012).  An expert in mentoring was 
to be invited to advise and educate the VRTT on how to do mentoring within occupational therapy 
clinical settings. In the interim, it was decided that the researcher would be available to mentor 
VRTT members who worked in the tertiary care hospitals. They were to initiate the mentoring by 
inviting her to their clinical practices and setting up the mentoring opportunities as it suited both 
parties. VRTT members who worked at Hospital A, C and D did so.  
Evidence that action learning was improving the professional practice of VRTT was that they were 
starting to expect greater proficiency from the meetings and each other’s conduct in the meetings. 
They felt the quality of the VRTT meeting minutes and the focus of the meetings themselves should 
improve. 
 
6.3.2.2 Reflecting on 2015: The Vocational Rehabilitation Task Team (VRTT) Gauteng 
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Reflection on the transformation that had taken place during 2015’s actions showed an 
improvement of opinion, from 60%, in 2014 to 80%.  The general feeling was that transformation 
had improved even more than in 2014 and that this was on a service as well as an individual level. 
The benefits of increased awareness and improved service delivery continued. Involvement of VRTT 
members in the research aspects of the study had stimulated an interest amongst members to 
become more involved in publications and post graduate studies. The VRTT’s discussions of what 
they felt should stay the same and what should change, showed an improved ability to analyse 
experiences as they explored the researcher’s mentoring at three of the four tertiary hospitals. 
 What should stay the same? 
The workshops were still popular but the combining of mentoring with ALAR was seen as a singularly 
effective way to improve vocational rehabilitation services. At the end of 2014 only one senior 
clinician reported being involved in mentoring inexperienced colleagues. Other therapists avoided 
the responsibility or referred questions to this clinician or the researcher. As the year progressed it 
was found that those VRTT members who were being mentored by the researcher were now 
starting to mentor others, they reported that having been mentored enabled them be mentors, 
although they still reported a lack of confidence in their own mentoring skills.  
Mentoring by the researcher had often been discussed in previous VRTT meetings and several of the 
VRTT members had first hand experienced of this mentoring. Using this as back-ground information 
the researcher and the VRTT reflected on the mentoring that had taken place. The following 
elements were highlighted as having been positive components.  
The mentoring approach the researcher had used was based on the principles of action learning and 
action research (ALAR), creating a reciprocal and collaborative learning relationship (O' Neil & 
Marsick, 2009). Effort was made to reduce the power relations between the researcher, an expert in 
the field, and the occupational therapists who were being mentored, as such relationships are 
known to reduce the benefits of ALAR (du Toit & Wilkinson, 2010).  Slowing down the vocational 
rehabilitation processes and using Socratic questioning were found to help with this.  
The mentoring was registered as a continued professional development (CPD) activity. An 
attendance register was kept, creating evidence of the time, place and type of mentoring.  The 
mentoring took place in clinical settings and work units. The mentored activities involved 
demonstration of vocational rehabilitation skills and techniques, while working with public 
healthcare users, using the tests and equipment available in the setting. In this way, work units were 
set up to be functional and ergonomic compliant. Stored tests and equipment were used again, work 
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assessments were done and reports written, work conditioning and work visits were done, students 
were supervised, journal and newsletter articles were written, MODAPTS tasks were developed and 
driver screenings done. As the relationships matured the mentoring sessions became popular and 
eventually, were restricted only by the researcher’s cost and time restraints. The initial mentoring 
was conducted on a one-on-one basis between the researcher and a VRTT member, but eventually 
mentoring was done in groups. Mentor sessions were attended by occupational therapists who were 
not VRTT members but were interested in vocational rehabilitation or inquisitive about a mentoring 
experience.  Mentoring sessions were attended by two or three clinicians but never more than five.   
The physical presence of the mentor in the work units allowed clinicians’ practical experience with 
real time support and guidance. The mentoring was extended to email and WhatsApp support, 
where the researcher’s answered questions, gave advice, proof read reports and encouraged the 
clinicians. Towards the end of the year, a WhatsApp group was formed amongst all VRTT members. 
It was found that collective support took over the researcher’s role as the group supported each 
other and more action learning continued. 
An unforeseen benefit of the mentoring was that, of their own volition, the three therapists who 
were mentored in 2015 enrolled for the post-graduate vocational rehabilitation diploma at the 
University of Pretoria in 2016. This enriched the individual and the collective mentoring as they 
brought their newly acquired vocational rehabilitation knowledge to the VRTT. 
 What should change? 
 
Vocational rehabilitation at primary healthcare level was seen as a priority problem to attend to in 
2016. Mentoring had to be extended but it was realised that mentors needed to be clinicians 
experienced in vocational rehabilitation. Finding and keeping experienced vocational rehabilitation 
clinicians in public healthcare was a problem and the possibility of using therapists from private 
practice was discussed. This would mean forming public private partnerships (PPP). This concept of 
liaisons between public and private bodies is familiar in South Africa as several successful examples 
of PPP in healthcare exist  (Manual, 2007). There was a concern as to how to go about doing this as 
there were barriers between occupational therapists working in public healthcare and private 
practice vocational rehabilitation which needed to be overcome.  
Communication and liaisons with academic institutions were also noted as not being ideal and 
needing future attention. Intervention programmes such as job seekers groups and work 
conditioning needed attention. PILIR, work visits, referral processes, driving assessments and 
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placement of disabled workers were mentioned as vocational rehabilitation matters that needed 
future attention. 
6.3.2.3 Meta-reflections on four years of transformation and ALAR  
In May 2016 collective meta-reflection of the impact of the research took place in a VRRT meeting. 
Only two of the 11 VRTT members had been in the group when the researcher started in 2013. The 
average VRTT membership and experience in vocational rehabilitation was two years and members 
had an average of seven years’ experience in occupational therapy.  
Considering the usual reflection questions of What should stay the same? and What should change? 
illustrated how the groups’ insight had matured. The VRTT felt they would change nothing that had 
taken place in the last four years. Even negative events such as the vocational rehabilitation services 
closing down at Hospital B were seen to have had positive outcomes. It showed the VRTT that 
vocational rehabilitation services should not be developed around a single therapist because if she 
leaves the whole service closes down. This event alerted the VRTT to the fact that hand-over 
procedures were problematic and that valuable information was being lost in this way. 
Asked if they felt transformation of the vocational rehabilitation services in Gauteng public 
healthcare had taken place,  all members felt positive about this despite there still being a lot of 
work to be done. They indicated an increased awareness, within occupational therapy and in the 
multi-disciplinary team, to be the most prominent transformation. The second prominent 
transformation was the increased levels of confidence and skill clinicians had acquired for delivering 
vocational rehabilitation. Some comments on the transformation were:  
“We are now becoming established as the people who can do vocational rehabilitation.” 
“We have helped ourselves and now we can help others to do vocational rehabilitation.” 
Discussion around personal enrichment and empowerment experienced during the research showed 
mentoring to have been the most positive experience. Receiving mentoring from an expert 
vocational rehabilitation clinician was reported to have been a positive experience. Attending the 
VRTT meetings was mentioned as enriching; having the meeting as a case discussion, problem 
solving forum and ethos of the group were indicated as the reasons for this. 
“This group values my opinions and empowers me to pursue a vocational rehabilitation practice that 
I feel proud of.” 
Considerations of the action research methodology showed an appreciation for skills acquired 
peripheral to vocational rehabilitation practice skills. They felt enriched after learning to analyse 
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data, publish journal articles, present at congresses and workshops and develop user manuals. It was 
felt the speed of vocational rehabilitation practice transformation had increased since the VRTT 
adopted an ALAR intervention. With the exception of two members, the rest of the team felt 
confident they would be able to continue transformation, using ALAR, when the researcher left at 
the end of the year. 
“Hester (the researcher) was the most goal-directed (member of the group) but we now have the 
skills (to do ALAR) because we have done it so many times and have seen it works well for us.” 
6.4 Withdrawal from the collaborative research team 
Withdrawal from a collaborative research team is as important as the entry. Where successful entry 
into a group and building good relations impacts on the content of ALAR (Dick, 2013b), withdrawal 
from the group indicates the quality of the ethical research construct. The socio-emotional bonds 
that form with collaborative work, especially if mentoring is involved, need to be handled with care. 
In this research, the bonding with the VRTT was felt to lie on an individual as well as a collective 
level. The relationships the researcher formed varied in depth and nature. The cultural, religious, 
gender and personality differences in the VRTT further affected the approaches the researcher had 
to consider when withdrawing from the collaboration. It was decided to do so applying the principles 
of forewarning and mutual consent. 
At the end of each year the researcher asked for time on the agenda at the VRTT meetings to report 
on the progress and future plans of her PhD, keeping participants up-to-date with the academic 
development of the project. In 2015, the year before her tenure with the group expired, VRTT 
members were told there were only 12 months left and planning for the withdrawal of the 
researcher was discussed. In 2016, the researcher’s tasks were taken over by other VRTT members 
and mentoring was on a needs only basis. Without disclosing it, the researcher applied the La Leche 
League principle of do not offer and do not refuse to wean her presence from the VRTT. This proved 
very effective. She continued to mentor and participate as a VRTT member but backed off by not 
offering her assistance. An example of this was that for one of the workshops a presenter was 
required. The researcher had to strongly control her impulse to offer to do the presentation. The 
positive outcome was that one of the other group member’s did the presentation which provided a 
learning opportunity for that member. In 2016, the VRTT members were organising and presenting 
workshops independently with the researcher asked to make only a cameo appearance.   
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The withdrawal from the VRTT group proved easier than separation from individual clinicians. This, 
however, affected the researcher more than it did the individual clinicians as they continued with 
their busy public healthcare practices while she returned to the isolation of private practice. ALAR 
had allowed the researcher authentic and in-depth access to an otherwise inaccessible insider group 
and she experienced symptoms similar to those found in empty nest syndrome (Mount & Moas, 
2015).  Beneficial to addressing this was the presenting of her personal reflections of her research 
tenure at the National Occupational Therapy Association of South Africa congress (van Biljon, 2016) 
as this brought a personal sense of closure to the research.  
6.5 Discussion 
Johns (2007) notes that reflective practice is fundamental to professional practice and in which 
occupational therapists in South Africa are trained in and familiar with (du Toit & Wilkinson, 2010). It 
is also an important skill to acquire in ALAR (Zuber-Skerritt, 2009) as it enables learning. Where 
action, as described in the previous chapter, came naturally to the Vocational Rehabilitation Task 
Team (VRTT), reflection did not. At the start of the research tenure members of the team indicated 
they reflected subconsciously and that it was part of their clinical reasoning. They felt conscious 
reflection was time consuming and potentially a threatening exercise that had no value unless used 
for research purposes. They agreed that because their reflections were not done systematically and 
consciously, no evidence could be shown that they practiced reflectively. In addition they had a 
difficult time identifying the personal and professional benefits of reflective practice. With regular 
structured and unstructured reflections, the VRTT members gradually acquired the practice of 
reflection on both a collective and a personal level. These reflections informed subsequent action 
cycles and enriched the learning experience. 
The annual reflections were instrumental in guiding the transformational actions and showed that 
the practical workshop approach was not as effective as mentoring in bringing about service 
transformation. Meta-reflection brought the insight that action learning could not take place 
effectively within large groups and impersonal settings such as workshops.  Workshops with groups 
of 30 to 40 attendants did not produce adequate exposure and confrontation, which allowed critical 
self-reflection and insight and could not change behaviour. Mentoring in groups of no more than 
three clinicians, or on a one-on-one basis did so. In addition, the mentoring was done within the real 
work situation, with real time feedback. Within such context the researcher could take on a variety 
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of roles to enhance the action learning as the situation required, such as a role model, 
demonstrator, confidant, problem solver, debriefing agent and critical friend.  
As a member of the VRTT taking part in this meta-reflection, the researcher gained insight into the 
fact that the scope of her research had been too wide. Attempting to transform a profession’s 
practice within a province at all levels of service in public healthcare had been too extensive a 
subject matter for a single enquiry. While the results of the meta reflection phase illustrated there 
had been service transformation, that action learning took place and new knowledge was 
developed, these happened at multiple levels. However no single spiral can portray the benefits of 
AR or the extent of AL that took place. Future researchers in this context are cautioned to choose a 
more defined aspect of the service.   
6.6 Conclusion 
The VRTT had been attending to problems associated with vocational rehabilitation in Gauteng’s 
public healthcare prior to the researcher joining them in 2013. Meta-reflection showed that the use 
of ALAR had increased the tempo of transformation. An important aspect of ALAR reflection not to 
only guided change, but enriched the lives of those who participated. Having been exposed to 
structured and unstructured, collective and individual reflection throughout the research, VRTT 
members experienced and observed the benefits of reflective practice. They were less reluctant to 
take part in reflection and the content and quality of their reflections became more professional.  
The meta-reflection in this chapter was collaborative in nature and the chapter shows the conclusion 
of the researcher’s tenure with this research team.  In the next chapter, the researcher’s personal 
reflections and insights are presented. 
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Chapter Seven: Personal reflections 
recommendations and conclusions 
“…the heart of the matter is a matter of the heart …” Ortrun Zuber-Skerritt (Zuber-Skerritt, 2007) 
7.1 Introduction 
This chapter presents the researcher’s personal reflections from her journaling, field notes, e-mail 
correspondence and critical reflections. Issues described in this chapter range from challenges in 
healthcare delivery, the role of action learning action research (ALAR) in addressing these challenges 
and the personal learning that took place during the past four years. Limitations of the research are 
discussed. The researcher’s recommendations for further research and intervention are given. 
Personal insights are shown indented and in inverted commas. A conclusion is researched   
7.2 On management 
Pillay (2008) makes the statement that in South Africa, the lack of management capacity was the key 
stumbling block to the transformation and re-conceptualisation of the public sector into a more 
effective, efficient and responsive system of health delivery. Public media furthers this perception. In 
this enquiry, the two management levels, head office management and departmental management, 
will be referred to as they are informally referred to amongst clinicians. Head office management 
refers to regional and national level management, Departmental management refers to managers of 
clinical occupational therapy, such as heads of departments and chief occupational therapists.   
For this enquiry, the support and encouragement from head office management was exceptional,  
without it this research would not have been as successful. It is seen as one of the primary elements 
that allowed effective formation of the collaborative research team. Their continued support kept 
the researcher enthused and achieved buy-in from potentially problematic personnel.  
Unfortunately isolated incidences of interference by managers on departmental level, negatively 
impacted the progress of transformation and action learning. Management does have an effect on 
the quality of a service and this could be negative or positive. However, management should not be 
relied on as the only practice transformation agents, but should rather be seen and utilized as co-
workers of a transformational team.  
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“During my research I was often asked, ‘Is management part of the problem?’  There was no easy 
answer to the question. By association management is guilty, if a service is not offered optimally. It is 
also important to understand that managers in public healthcare are piloting the service equivalent 
of a large freight ship. In South Africa’s current leadership environment, managers are often 
entangled in political tangos. Especially at higher levels of management, power struggles and a 
constant uncertainty regarding the security of their positions was sensed. Surely this has to have a 
negative effect.” 
The results of the planning phase, described in chapter four, recommend that attention should be 
given by management to formulate a framework within which occupational therapy’s vocational 
rehabilitation services can be positioned. This will guide the distribution of resources, inform 
clinicians and ensure the sustainability of good vocational rehabilitation practice.   
7.3 On the transformation of vocational rehabilitation 
The vocational rehabilitation crisis in Gauteng’s public healthcare is not an isolated one. The fact 
that occupational therapists in private practice are doing assessments and writing reports that have 
no therapeutic impact on the lives of the people they see, is an ethical crisis. The fact that our 
academic institutions are producing graduates with significantly different levels of vocational 
rehabilitation knowledge, skills and confidence is causing a clinical crisis.  
Different reactions to these crises were observed during this enquiry. The reminiscing about the 
good old days and the work units of bygone era’s reaction was usually combined with blaming and 
claiming innocence remarks. The blame game has only losers and a nasty tendency to ricochet.  This 
type of reaction also contributes nothing towards addressing the problem. It would be best to 
acknowledge the past and the present and do something about the future. Another reaction to the 
crisis was to smother it in administrative chaos or managerial smoke-screen-and-mirror tactics. This 
reaction will not deodorise the reality that 84% of our population do not have access to the 
therapeutic values of vocational rehabilitation because we, as occupational therapists, are not 
offering it at public healthcare facilities.  
“There is no future in isolating ourselves in private practice or academic conclaves or trying to ignore 
the crisis until it goes away. Our profession is too small and too vulnerable for us to divide or isolate 
any efforts of transforming vocational rehabilitation.“ 
 Page | 135 
 
7.4 On mentoring 
“I have come to realise that you cannot fix clinical occupational therapy practice by remote control.  
Practice and personal transformation was seen in this research, by getting involved at the coalface of 
clinical practice within an action learning action research paradigm. Mentoring clinicians within their 
everyday practice realties in such a way that action learning is allowed to take place. That’s what 
worked.” 
Mentoring has many forms and in this research, it was purposefully combined with ALAR principles 
and ethos. Initially a more formalised mentoring approach was attempted with a contract, preset 
dates and times, but this did not work as it made the clinicians apprehensive. Learning from this, the 
researcher decided to loosen the mentoring process and structure, allowing clinicians to set the 
time, place and content of their mentoring sessions. They had to consider their own and the 
researcher’s programs, make the appointments and be responsible for all arrangements, such as 
booking patients, work visits. The researcher was available for telephonic, email or WhatsApp 
contact at any time. Using the VRTT as a critical friend forum for the mentoring was found to be 
useful in addressing problems and sharing successes. It also offered them the opportunity to learn to 
critically reflect and give educating feedback. 
Additional factors that affected the mentoring were the personalities of the clinicians and the 
researcher. This interpersonal connection affected the quality and speed of transformation and 
learning that took place during mentoring. Occupational therapists are generally easy people to get 
along with, but one mentor-mentee relationship did not work. This gave the researcher a good 
learning experience in mentoring.  
“I have to make peace with this. We do not like each other. Mentoring is not going to work here, we 
are wasting each other’s time. How I wish there was someone else, another experienced voc OT 
(vocational rehabilitation occupational therapists) that I could ask to take over. Someone she can 
relate to and trust. Someone she can drop all this defensive baggage we have to deal with and allow 
the action learning to come about.” 
A problem experienced with mentoring was the lack of funding. The researcher had to take time out 
of her private practice to mentor. The cost of the 281 hours she mentored in 2015 amounted to R 
182, 650.00 if calculated using the hourly tariff of R 650.00 she charged in private practice and this 
did not include the cost of transportation to and from the hospitals. The furthest hospital was a 214 
kilometer round journey which took about three hours of travelling time a day mentoring at this 
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facility. In addition, the time and cost spent responding to e-mail and WhatsApp questions or 
requests, proofreading reports and preparing for mentoring sessions is not recorded or calculated.  
Mentoring using ALAR principles in real time clinical situations required considerable skill. The 
researcher often found she had to demonstrate a vocational rehabilitation technique with a 
healthcare user who needed the intervention, while several mentored clinicians observed and 
practiced aspects of the technique. This required the researcher to simultaneously engage multiple 
levels of skills. The needs and the rights of the healthcare user always had to come first throughout 
such engagements and this often required engaging with the user. The vocational rehabilitation 
technique had to be demonstrated correctly and at a pace that learning could take place. What was 
taking place had to be verbalised, analysed and critically reflected on with the clinicians, in such a 
way that the healthcare user was not negatively affected. Clinicians had to be allowed to practically 
apply their skills and the researcher had to facilitate this as a learning experience for the clinician 
while ensuring the healthcare user remained a priority. This kind of mentoring cannot be expected 
of clinicians inexperienced in vocational rehabilitation. 
On presenting the results of the research and sharing the above insight with the head office 
management, the question was asked: “Where are we going to find mentors who have the skills and 
experience to do this and how are we going to pay them?” These are both legitimate questions that 
need future investigation. The possibility of public private partnerships could be explored. 
7.5 On working in public healthcare 
“I will never tell them this as I fear it would discourage them, but we cannot begin to address the 
many problems or exploit the amazing potential of vocational rehabilitation in public healthcare, if 
the staff problems are not sorted out.“ 
Vocational rehabilitation in public healthcare has a high staff turnover. Occupational therapists 
usually stay a year or two and then leave to go into private practice, resulting in experienced clinical 
occupational therapists being scarce in public healthcare. Experienced staff usually had to combine 
administrative and management duties with their clinical practice. Without experienced staff it is 
difficult to offer or maintain the quality of specialised services such as vocational rehabilitation. 
Complicating the high staff turnover problem was the fact that there was no, or poor, hand-over. 
When a clinician left, the post remained unfilled for months, the service was suspended and no 
handover could be done resulting in the loss of clinical and procedural experience and knowledge.  
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“One of the most basic premises of a civilisation is to pass on its heritage. We learn from prior 
generations and this is how we improve our current situation.  Without a thorough and well 
documented hand over no service can be sustained and no progress can be made in the work units. “ 
The researcher heard and observed multiple frustrations and problems related to working in public 
healthcare. Experienced staff expressed feelings of being inundated and over committed resulting in 
despondency and burn-out. This had a negative effect on inexperienced staff who observed 
experienced staff as role models. In some institutions inexperienced staff had limited or no support 
or mentoring in clinical work. Clinicians reported feeling they could not cope and expressed a 
working ethos of ‘keep your head down and do what you can’. Some clinicians in work units 
expressed the concern that they could not market their services as they would be inundated with 
work.  Another problem mentioned when offering vocational rehabilitation services, was the 
inability to communicate effectively with their patients due to language barriers. Patients did not 
understand or know what occupational therapists could offer them and did not ask for or insist on 
necessary services. Similarly, referring medical personnel did not know or understand what 
occupational therapist’s roles were within the team and their referrals were often incorrect or 
untimely. 
The management, distribution and acquirement of resources were frustrating, laborious and 
associated with long waits. The same applied to the management and maintenance of infrastructure 
and equipment. For example, clinicians spent a lot of time asking for lights to be fixed, broken 
furniture to be replaced or fixed, or rooms to be painted, requests were often ignored or took 
months to be attended to. In some departments it was frustrating and time consuming to do basic 
administrative tasks such as make photocopies, print a document, or send a facsimile as internet and 
telephonic communication were not always reliable. All of this resulted in occupational therapists 
becoming disillusioned and disenchanted with their working conditions.  
Clinical staff in public healthcare also contributed to their own isolation. Many clinical occupational 
therapists in public healthcare were not affiliated with the Occupational Therapy Association of 
South Africa.  Asked why not, they gave reasons such as, ‘There is nothing in it for me’. They 
therefore had little or no way of keeping up to date with developments in the profession, they did 
not receive notification of workshops and training opportunities and did not receive the official 
association newsletter or the South African Occupational Therapy Journal. Few therapists continued 
their studies or expanded their skills beyond what is necessary for continued professional 
development requirements. Discussion on this tendency brought to light statements such as, ‘There 
are no promotional or salary benefits to furthering my qualifications’. Doing research or publishing is 
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difficult for clinical occupational therapists in general and so to in public healthcare. Clinicians 
reported a lack of confidence and experience in research and publishing.  They said it was ‘too 
difficult’ and that getting ethical clearance without affiliation to a training institution was 
‘impossible.’ Clinicians also reported largely negative experiences of doing research in conjunction 
with an academic occupational therapist, ‘They just milk us for information and then take all the 
credit for the research or journal article’.  They felt scientific literature and the evidence available to 
be largely inappropriate to the context of their practices but did not take steps to address this 
problem.  
Studies on job satisfaction amongst occupational therapists in public healthcare in the Freestate 
(Swanepoel, 2010) and KwaZulu Natal (Sewpersadh et al., 2016) both showed low levels of job 
satisfaction that would affect the retention of staff. Sewpersadh et al (2016) identified poor pay and 
the lack of promotional opportunities as the main reason for dissatisfaction and Swanepoel (2010) 
the influence of contextual factors and frustrations. Sources of job satisfaction for occupational 
therapists working in public healthcare were identified by Swanepoel (2010). They were, in order of 
prevalence: working with people, making a difference and experiencing success with clients, the 
relationships colleagues had with each other and inherent characteristics of the profession such as 
autonomy, creativity, diversity and to a lesser degree advantages of working in public healthcare 
such as fringe benefits and job/income security were also mentioned.  
Despite all the frustrations of working in public healthcare, the researcher found private 
practitioners who had worked in public healthcare yearned for what some described as the best 
time of their lives, referring to the time they worked in public healthcare. “I worked in public and 
private sector and nothing compares to the wonder and fulfillment I felt as a clinical occupational 
therapist working in public healthcare. I felt I was making a difference in the lives of people who 
really needed it.” Asked why they had left public healthcare, the most common answer was, lack of 
flexibility regarding working hours in public healthcare. They gave reasons such as wanting to work 
one or two days in a week and not working during school holidays.  There are two options of 
employment in public healthcare, to work full day or half day. In a profession of predominantly 
females, this became problematic when life stages that involved the raising of children, were 
entered.  
Discussions with private practice clinicians highlighted several aspects of working in public 
healthcare that they envied. In South Africa, occupational therapy’s vocational rehabilitation 
practices in public healthcare are usually well established and equipped, whereas clinicians going 
into private practice have the stresses to fund the cost of setting up practices.  For example, there 
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were two work units in Gauteng public healthcare that had commercial and standardised work 
samples and tests that no private practice in South Africa could afford or maintain. In public 
healthcare, the patient population that needs occupational therapy is readily available and if taking 
into consideration that 82% of the South African population moves through public healthcare it 
stands to reason there is a vast number of potential patients available to treat. In private practices 
you have to constantly look for work and hope your referring sources don’t divert their referrals, 
merge with another company or change their referring policies. 
“If public healthcare work units were fully functional and private-public-partnerships were 
operational, experienced vocational rehabilitation clinicians from private practice would move back 
into public healthcare, especially now that the competition in private practice is so high and the 
National Health Insurance (NHI) policy brings further uncertainty.” 
7.6 On action learning and action research (ALAR) 
“When I started this research I had delusions of grandeur. I really thought I knew how to fix the 
problem, but action research does not tolerate delusion. It is too grounded in reality. ALAR allowed 
me to become part of an amazing group of colleagues. As individuals from diverse backgrounds we 
formed a team with a unifying approach addressing a goal we all felt passionate about, vocational 
rehabilitation. I have been enriched by this research beyond what I could have planned or imagined 
when setting out to get a PhD.” 
When starting to immerse herself in the body of knowledge around action research, the researcher 
was struck by the irony that a practical down-to-earth no-nonsense research approach such as 
action research, could be surrounded by such widespread chaos when it came to literature that 
define and typify it. Starting the enquiry,  the researcher chose to avoid choosing a specific branch or 
type of action research. She felt she could only speculate on what the future of the enquiry would 
look like and wanted to avoid having a preconceived theoretical framework that could affect her 
perceptions. In planning the enquiry she chose the term action research (AR) and focused on the 
basic elements of AR. As the enquiry progressed it became obvious that action learning (AL) was 
central to the transformation taking place. The researcher had to acknowledge that the ALAR 
paradigm best described the research process of which she was a part.  
Operationalising the principles of ALAR enriched the enquiry for all participants. The researcher is 
convinced that the ALAR approach was instrumental in stimulating the motivation of VRTT members 
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to expanding their personal learning through post-graduate studies. It was also central to the most 
effective transformation action that was undertaken, mentoring using ALAR principles. 
Towards the end of the research tenure, the researcher was challenged by a statement that 
warrants consideration and future attention. Sharing the success of the enquiry in transforming 
vocational rehabilitation services in public healthcare through ALAR, the question asked was: “That 
is all very well but is it sustainable?”  Only time can provide the answer to this question, but it does 
bring to fore the importance of ensuring the continued use of ALAR and mentoring. Several actions 
were taken to address this and ensure sustainability and additional suggestions are made for future 
enquiries and interventions. 
“If you can, create a vocational rehabilitation service that is grounded in the Ubuntu philosophy. A 
service bigger/greater than the individuals who are in it. That has a firm foundation. That cannot be 
tampered with by management or people who do not understand or know the service. THEN you 
have safeguarded the service from transient interferences. Focus on offering services that are in 
demand and have a reputation of excellence and that are not linked to individual clinicians but rather 
to a collective body of clinicians. A collective body such as the VRTT, that supports, addresses 
problems and attend to quality deficits. AND if all of this can be permeated with the principles and 
ethos of action learning and action research, then there could be a sustainable vocational 
rehabilitation practice in Gauteng’s public healthcare.” 
Nearing the conclusion of her research tenure the researcher tried to replace her mentoring role and 
ensure that action learning continued. Head office management was supportive of the idea and 
alerted the researcher to an existing concept called public private partnerships (PPP). She 
approached vocational rehabilitation experts in private practice to take over from her, asking them if 
they would be willing to work as mentors in public healthcare. 
Many of them expressed interest and offered to become involved in a work unit close to them and 
all said they would do so at no cost, on a volunteering basis in their free time. Those who were not 
willing to become involved said they were interested and supportive of the idea but expressed work, 
family and financial pressures as reasons why they could not engage. There were however problems 
affecting this public-private-partnership (PPP) implementation. Getting the necessary clearance from 
public healthcare to allow private practitioners into public facilities took a long time. Private 
practitioners had no knowledge and skill in ALAR principles and expressed their concern about 
‘getting it right.’ Public healthcare clinicians were apprehensive of forming new mentoring liaisons 
with strangers. At the time of writing this thesis only one such PPP had come about.  
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An important element to sustain and ensure future transformation is to facilitate the internalisation 
of approaches that worked. The current VRTT feel confident in their knowledge and experience of 
ALAR. Individual VRTT members were convinced of the value of the ALAR approach and that it held 
future benefit as an operational basis for building trust in private-public insider-outsider relations 
that could come about in the future. The concern is that will this still be the case if the current 
membership changes. It is recommended that regular training in and use of ALAR techniques 
becomes part of the VRTT processes.  
7.7 On the collaborative research team 
There is some concern about the continuation and sustainability of the collaborative research team’s 
current efficiency should key members such as the chair of the VRTT or other senior therapists leave. 
The ever-changing membership of the VRTT had positive and negative impacts on the research, both 
of which were managed effectively within the team. The VRTT membership expanded in count and 
contribution during this research tenure as awareness and interest in vocational rehabilitation grew. 
The researcher often felt herself exceeding the ALAR aim to integrate herself in the collaborative 
research team.  
“I am too at home in this group. I love being part of them. I have become submerged rather than 
immersed. I wonder if this affects my efficiency as a researcher. I can hear the positivists nodding 
their heads at that question. Maybe it doesn’t matter so much in action research. What I do know is 
that it’s going to hurt to leave them.” 
Individual members of the VRTT repeatedly expressed how ALAR and being members of the VRTT 
had enriched their lives. They felt the group offered them a support forum from which they could 
take new ideas back to their practice and also where they could bring problems they felt unable to 
attend to. They also expanded their professional skills by being part of research processes, being co-
authors in peer review publications, presenting at workshops and being co-presenters at National 
congresses. However it was also noted that the group became passive participants instead of active 
contributors if actions became too academic.  This happened every time the researcher tried to use 
research methods or enforce trustworthiness compliance that exceeded their levels of knowledge, 
interest and skill too much. It alienated the clinicians and restricted ALAR benefits, which illustrated 
the value of action research as it was easy and practical enough for the most inexperienced 
occupational therapists to understand and take part in. The researcher learnt some valuable lessons 
in this regard. 
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“In occupational therapy models and theoretical frame works should be seen as servants of clinical 
practice. As clinicians we are so in awe of anyone who can talk academinees and banter around 
highfaluting ideas and concepts. We really should stop this. The heart of our profession lies in 
occupational therapists making a difference in the lives of broken people.” 
It is recommended that future researchers take note of these findings and additional investigation of 
the transferability of such results is recommended.  
7.8 On other factors and approaches that influenced the enquiry  
It would be misleading to leave the reader thinking that only ALAR and mentoring were instrumental 
in the successful transformation of vocational rehabilitation services in Gauteng’s public healthcare 
during this research tenure. There were multiple other factors that contributed to the successful 
service transformation seen, some planned, others unplanned and some the researcher might still 
not be aware of. Some approaches the researcher used fell outside the ALAR realm and are 
mentioned here. 
“If I do nothing I won’t get into trouble” was a disturbing mind-set the researcher found amongst 
some clinicians. They would go to great lengths to hide the fact that they lacked skill and/or 
experience. Left un-confronted, this type of conduct could go on for a long time, paralysing service 
delivery and denying healthcare users interventions that could change their lives. Clinicians had to  
be reminded that in South Africa the law views an act of omission as seriously as doing something 
wrong and that “I did not know “ is not seen as a valid excuse by our courts.  
“Doing nothing when you should be doing something can get you into just as much trouble as doing 
something wrong. AND Finding out how to do something you should be doing but do not know how 
to do is your responsibility.” 
The researcher felt that in many cases the bedrock cause of “do nothing then I cannot get into 
trouble” mind-set was insecurity and a lack of confidence. She found that introducing the see-one 
do-one-teach-one approach worked well in such cases. She would demonstrate a vocational 
rehabilitation skill, observe them doing the same skill and then ask them to teach it to a colleague or 
students.   
“A little push is necessary to get some clinicians to claim the confidence they need. I tell them that 
when it comes to confidence in clinical settings you fake-it-till-you-make-it for the sake of the 
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patients and the students. Nobody wants to be treated by or to learn from a shaking bundle of 
nerves. And how do you get confidence in clinical skills? They all know the answer – by doing it.” 
The Socratic method of critical questioning was employed throughout this enquiry. It resonated well 
with ALAR principles (Zuber-Skerritt, 2002). Developing his philosophy within an Athenian 
democracy, Socrates showed that by asking the right question you allow the truth to emerge while 
both the questioner and the questioned furthers their understanding of the discussion matter 
(Mason, 1960).  This proved to be an effective method throughout the enquiry and worked well with 
the research population of qualified occupational therapists. They enjoyed personal problem-solving 
and reportedly increased their confidence and personal growth. In addition it curbed the 
researcher’s interfering nature.  
“I often felt like just telling them what to do. Doing traditional teaching is a faster and easier way to 
transfer skills and knowledge than action learning. But action learning is a more gratifying and 
mutually enriching way of doing so and maybe the lessons stick better this way.” 
Working in South Africa, Zuber-Skerritt (2009) learnt of the traditional African concept of Ubuntu 
and notes its similarity to the values of ALAR. Adopting the Ubuntu ethos within the collaborative 
research group was a good idea as all the members were Africans and had knowledge and 
understanding of the Ubuntu values. This made it easy to align and sustain the group’s fundamental 
work ethic. Regular collaborative reflection often brought up discussion of these values with 
affirmation or correction of actions and decisions to comply with the Ubuntu way of doing 
something. It was felt that this eased the collaborative process and enriched personal participation.  
“I had such a distressing discussion with an experienced occupational therapist.  She advised me 
against ‘the Ubuntu thing’ saying that it was a philosophy designed for societal living and not 
suitable for professional working environments. She used the example of our philanthropic 
dissemination of knowledge created in this research.  The motives for her opinion were 
considerations of intellectual property rights, plagiarism of my ideas and that I would lose 
acknowledgement of the effort and time of my contribution within the VRTT. I had to dig deep to still 
the angst this discussion brought me.” 
Some positive transformational factors the researcher did not plan or foresee warrant mentioning. 
The personal and professional qualities of individuals involved in this enquiry had an impact on the 
amount of work that could be done and the quality of work. Throughout the previous chapters 
mention is made of them. The effect their altruistic contributions and dedication have had warrant a 
call for future research to investigate the influence that personal traits and working ethos have on 
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ALAR studies. Of great value to the VRTT, was the interest and support from a revered academic 
expert in vocational rehabilitation. She visited the meetings, took part in some of their activities and 
joined the VRTT’s WhatsApp group, where she still contributes advice and ideas. Her sanctioning was 
confirmation to the group that they were doing the right thing, which motivated them further.  
A limitation of this study was the lack of ability to form a frame work within which vocational 
rehabilitation services could be positioned as discussed in chapter four. The literature review was 
restricted by the lack of contextual scientific evidence and it could have been more beneficial if 
approached as a scoping review. In addition, instead of using a survey tool to gauge occupational 
therapist opinion on this matter more beneficial knowledge might have emerged from focus groups. 
7.9 On critical friends, supervisors and support structures 
The nature of ALAR required skills beyond what this researcher possessed. Realising this, she tried to 
acquire the relevant skills by attending workshops and online courses on ALAR related topics. In 
addition she read books, journal articles, internet blogs and theses and she made contact with 
practitioners who had experience in action research. All this helped but as action learning preaches, 
nothing on paper can prepare adequately for the reality of practice.  Had it not been for the 
guidance and support of critical friends, supervisors and the University of the Witwatersrand PhD 
support group that this researcher was allocated to, the enquiry would not have concluded. Their 
contributions are shown through the research, but of great value to the researcher was she never 
felt she was alone, there was always someone to ask for help, bounce ideas off, unpack problems 
and blow off steam.   
“This type of research cannot be done without a variety of support structures. There are too many 
facets to it. Where one support structure cannot understand or envision a problem another one 
moves in to fill the gap.” 
It is recommended that future action researchers surround themselves with a variety of support 
structures. Within the University of the Witwatersrand there is extensive post-graduate support 
available and action research students should use these or create their own multi-level support 
structures. 
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7.10 Summary of key principles of learning. 
The researcher experienced a tremendous amount of learning during this study. One thing she now 
knows is that action researchers are brave souls who err on the side of risk. They face giants and 
stand in the gaps in the wall to make the world a better place and they need all the help they can 
get. This section is a summary of the lessons she learnt with the hope that it will be of some benefit 
to other action researchers. 
Three generic principles of learning emerged that encapsulated all the previously discussed 
reflections. The researcher learnt that to be an effective action researcher she had to acquire, 
implement and maintain; the skill to form positive relationships and function effectively in a group, 
the discipline to scientifically order and record data, a laissez faire approach.  
Relationships were principal elements in the successes and the failures of this research. The 
principles of action research and Ubuntu formed the foundation of the Interpersonal relational skills 
that drove action learning and action research cycles. Action researchers need to know this and 
acquire the skills if this does not come naturally. In addition, as in any relationship, it needed to be 
continuously worked at. Positive relational aspects such as trust, authenticity, loyalty, respect had to 
be reinforced and negative ones such as polarization, exclusion, falsity, secretiveness, 
competitiveness had to be corrected.  
Routine reflection and journaling was the most effective instrument that consolidated and 
contextualized the researcher’s learning. Over and above the scientific purposes it has it helped the 
researcher to make sense of what was often a deluge of information. It consolidated and framed 
experiences and offered the consolation of some form of order within the chaotic realm of action 
research. The researcher was principally responsible for the rigour and quality of the research and 
had to do this without losing the essence of the other two principles of learning. 
Patience and composure were attributes the researcher had to constantly reinstate in her approach 
to the research. It was imperative to allow the progress of transformation to dictate its own pace. 
Forcing an issue destroyed the collaborative and democratic nature of the group. Towards the end 
of the research tenure, as the VRTT became more confident in the ALAR paradigm they on occasion 
reminded the researcher to just let it go, it will sort itself out when she was attempting to press a 
matter for closure before she left the research team. The VRTT had become a truly collaborative 
research team that upheld the principles of ALAR.  
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7.11 Conclusion 
There is still a lot of work to be done to achieve successfully and sustainable vocational rehabilitation 
services in Gauteng’s public healthcare. This enquiry showed that mentoring combined with ALAR 
successfully transformed vocational rehabilitation services in Gauteng. The sustainability of the 
transformed service is a concern. Having a clear idea of what vocational rehabilitation services 
should be offered where with a framework within which all resources can be equally distributed with 
the least amount of patient referral is an important strategy that still needs to be implemented. 
Acknowledging that the need for transformational actions will never stop and so too the need for 
action learning and action research cycles is another way of addressing this concern. This research 
suggests that ALAR should be seen as a professional lifestyle imbedded in the clinical practice of 
occupational therapy’s vocational rehabilitation and the researcher ventures to extend this 
suggestion to the greater occupational therapy fraternity including undergraduate training.   
This research recognises that it offers a small contribution to a large and multi-faceted problem. 
Within public healthcare the transformation of occupational therapy’s vocational rehabilitation 
services will continue through the VRTT and there is ample subject matter and opportunity for 
further research. Occupational therapy’s vocational rehabilitation problems exceed the boundaries 
of a single healthcare sector and cannot be addressed through isolated efforts such as this enquiry. A 
collaborative approach across sectors is necessary and imperative in the light of future changes to 
national healthcare.  
All and any efforts of transformation should be grounded in the principles of our constitution. They 
should be aimed at bringing about reform that will promote the service proficiency, equity and 
efficiently to all who live in or visit South Africa, transcending cultural and economic barriers. There 
is a long road ahead for occupational therapy vocational rehabilitation services, but if our hearts are 
aligned we can at least be sure we are all traveling on the same road and in the same direction.  
The researcher grew up on a mission station in Zambia and shares the following vignette as an 
allegory to the vocational rehabilitation services of occupational therapy in South Africa. 
As children we could roam freely through the bush surrounding the mission station, playing from one 
homestead to the other. The adults used to warn us: ‘Mu yenda payekha. Mu dzafa.’ (If you walk 
alone you die.) They referred to rogue hyenas or leopards that could pick off a lone wandering child. 
But as a noisy boisterous group we were safe.  
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The same warning applies to occupational therapists in South Africa today. If therapists continue to 
isolate themselves in public, private or academic conclaves the profession will lose its role and 
reputation within the field of vocational rehabilitation. This enquiry brought to light the need to 
break down the segregation currently seen amongst occupational therapists practicing vocational 
rehabilitation. We have to start working together to improve the services we offer and consolidate 
the role of occupational therapy within the field. There is a collective responsibility for the 
transformation of our profession’s vocational rehabilitation services so we can meet the-need-to-
work of those who need it most in this southern part of Africa.  
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4. van Biljon HM. Using MODAPTS tasks in Public Healthcare's Clinical Settings. FOCUS Official Newsletter of OTASA, 
2014; 3: 9-15. 
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8. van Biljon HM, Burger E. The First AFSCIN (African Spinal Cord Injury Network) Congress in Gaborone, Botswana – 2nd 
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9. van Biljon HM, Akhals Z, Mdakane S. Reflecting on 2015: The Vocational Rehabilitation Task Team (VRTT) of Gauteng 
takes a good look at a busy year. FOCUS Official Newsletter of OTASA, 2016; 1: 3-5. 
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Sylvia Birkhead, Editor of Focus, OTASA’s official Newsletter  
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